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University of Tennessee 
Department of Medicine 


Offers to the Southern medical student exceptional advan- 
tages in clinical teaching, laboratory instruction and didactic 
work. This department gives a four years’ graded course, 
covering all branches of medicine minutely, leading to the 
degree of M. D. 


Catalogue or other information will be gladly fur- 
nished upon request to 


D. B. BLAKE, M. D. 
612, 614 Broadway Nashville, Tenn. 
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BEEGHHURST SANITARIUM 


LOUISVILLE, KY. 


A thoroughly modern and 


well equipped psycho- 
pathic hospital for the 
treatment of nervous and 
mental diseases, drug ad- 
dictions and alcoholism. 
Ample Buildings. De- 
tached apartments for 
special cases. Twenty- 
five acres wooded lawn. 
High and retired. 


M. H. YEAMAN, M.D., 
Supterintendent, 
(Late Supt Centrai Ky. Asylum.) 


H. B. SCOTT, A.M.M.D., 


Asst. Physician. 


LONG DISTANCE PHONES. 


Cumberland - E. 257a 
Home - - - - 3555 


2400 Dearborn Street, Chicago 


W. F. COLEMAN, M.D., President W. L. BAUM, M.D., Treasurer ARTHUR R. ELLIOTT, M.D., Vice Pres. 
F. A. BESLEY, M.D. FRANKLIN H. MARTIN, M.D., Secretary 


SPECIAL ANNOUNCEMENT 


Two General Courses—Each Three Weeks 
FIRST: July 27 to August 17. SECOND: August 17 to September 7. 


The Student is not bound to the above dates. He can begin his course at any time. 


GENERAL COURSE, $25.00, 


Includes General Surgery, Medicine, Gynecology, Ear, Nose and Throat, Children’s Dis- 
eases, Rectal Diseases and Diseases of the Eye; and all operative work of the various 


hospitals. 
SPECIAL COURSES 


In Pathology, Bacteriology, Examination of Blood, Sputum and Urine, Refraction, Wright's 
Serum, Therapy, Cystoscopy, Operations on Cadaver, Physical Diagnosis, Operations on 
Animals, Infant Feeding, Electro-Therapeutics, etc., can be arranged for in addition to the 
general course. 


Send for Circular and Catalogue 


FRANKLIN H. MARTIN, M.D., Secretary, 2400 Dearborn St., Chicago, Illinois 
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HOWELL 


FOR TREATMENT OF MILD MENTAL AND 
NERVOUS DISEASES 


WEST END, ATLANTA, GA. 


BEAUTIFUL, QUIET, RESTFUL AND 
HOMELIKE 


S Howell Park Sanitarium, which 

is situated in the most attractive 

suburb of Atlanta, and fronting a most 
luxurious park. 


Special attention is given to such thera- 
peutic agents as: Drugs, Hydrotherapy, 
Phototherapy, Baths, Electricity, Dietetics, 
Massage and Rest Cure. 


The most authentic references given 
if desired. 

A high-class Sanitarium with the impressions 
of an Ideal Home are combined. 

Booklets are sent on request and correspondence 
with physicians is solicited. Address 


J. CHESTON KING, M.D., 


Medical Director and Proprietor. 
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Atlanta College of Physicians and Surgeons 


(Consolidation in 1898 of the Atlanta Medical and Southern Medical Colleges) 


FACULTY 
A. W. CALHOUN, M.D., LL.D. President. © CYRUS W. STRICKLER, M.D., 


WM. PERRIN NICOLSON, M.D., E. BATES BLC OCK, M.D.. 

J. S. TODD, M.D., Emeritus, J. C. OLMSTEAD, M.D., 

WM. SIMPSON, ELKIN, A.B., M.D., Dean, BERNARD W OLEF, M.D., 

W. F. WESTMORELAND, M.D., MICHAEL HOKE, M.D., 

FLOYD WILCOX McRAE, M.D., S. T. BARNETT, A.B., M.D., Registrar, 
J. CLARENCE JOHNSON, M.D., CHARLES E. BOYNTON, A.B., M.D., 
H. F. HARRIS, M.D., G. C. MIZELL, M_D., 

DUNBAR ROY, M.D., FE. PHINIZY ‘CALHOUN, A-B., M-D., 

JOHN G. EARNEST, M.D., W. B. ARMSTRONG, M.D., 

JAMES B. BAIRD, M.D., A. L. FOWLER, M.D., 

WM. S. GOLDSMITH, M.D., A. H. BANCKER, B.L., 

MARION McHENRY HULL, M.D., T. C. DAVISON, M.D. 


The fifty-fourth annual session of the Atlanta College of Physicians and Surgeons begins Sept. 23, 
1908 

With a corps of forty professors and instructors this institution stands second to no medical 
school in the country, and is an honor to the profession and the State of Georgia. The public will 
no longer accept the services of an incompetent physician; he must be a man trained in all the branches 
of the medical science, and such a man can be trained only in a school fully equipped in every depart- 
ment. 

The Carnegie Pathological Institute building contains the Pathological, Bacteriological and Histo- 
logical Laboratories, each equipped with an ample number of microscopes, together with all the modern 
apparatus and appliances for the cultivation of pathogenic organism. The students are encouraged to 
do work in this department. 

Four years are required, the last of which is devoted largely to clinical and practical work. 

Our students have access to the Grady Hospital, the largest in town and immediately across the 
street, and all the principal hospitals and infirmaries in the city. Our commodiouvs main building is 
thoroughly equipped throughout. It contains two large reception rooms for patients, two clinical labo- 
ratory rooms, ten examination rooms, a modern sterilizing and operating room, a large amphitheatre, 
four lecture rooms, two class rooms, the chemical, physiological and materia medica laboratories, the mu- 
seum, the dispensary, a reading-room, a locker-room for the students’ hats and coats, the offices of the 
Dean and Clerk, and private rooms for the various professors. Another feature of the main building is a 
large gymnasium, recently equipped, in which organized classes will be taught the use and application of 
exercises for various diseases. For a caialogue, or information concerning the college, address 

WILLIAM SIMPSON ELKIN, M.D., Dean, 
Atlanta College of Physicians and Surgeons, Atlanta, Ga. 
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FRACTURES 


Reduced and Good 

Bone Union Secured 

Without Shortening 

Deformity with 


AMBULATORY 
PNEUMATIC 


IENTS 


ALL Pat 


EIrHER LIMB 
ANY FRACTURE 


ADJUSTABLE TO 


Adjustable to auy Patient, either limb, for Re- 
cumbent and Ambulatory Treatment of Cases of 
Non-Union; Knee or Hip-Joint Disease; Ankle, 
Leg, Knee, Thigh and Hip Fracture. 


RECOMMEND IT TO YOUR PATIENTS. 
Write now, for Booklet, Order Blank Prices, Ete. 


Ambulatory Pneumatic Splint Mfg. Co. 


Wabash Ave. CHICAGO 


Joun A. WESENER, M.D., Chemist 
W. A. Evans, M.D., Patholugist 
ADOLPH GEHRMANN, M.D., Bacteriologist 
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w COLUMBUS MEDICAL LABORATORY 
5} Suite 1406, 103 State Street. Chicago, Ill. 
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Remittance... 


CHARGE 
TO MY 
ACCOUNT 


FEE TABLE WILL BE SENT ON REQUEST 
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FOLK-KEELI 
PRINTING CO. 


NASHVILLE, TENN, 


la 


PRINTED AND EMBOSSED STATIONERY 
F(R PHYSICA 


THE SOUTHERN MEDICAL JOURNAL is printed in 
our establishment. 


ASK 


Doctor Morse’s Sanitarium 


At CHIMNEY ROCK, N. C. 


FOR THE MODERN TREATMENT OF 


Tuberculosis 


Institution is located in the Blue Ridge Muuntains 
of Western No:th Carolina 


~ 


For prices on anything you 
may need in printing and 
binding. Return mail will 
bring the answer. 


BOOKLET ON APPLICATION. 


TULANE UNIVERSITY 


OF LOUISIANA 
Medical Department 


lts advantages for practical instructions, both in ample 
laboratories and abundant hospital materials, are un- 
equaled. Free access is given to the great Charity Hospi- 
tal with 900 beds and 30,000 patients annually. Special in- 
struction is given daily at the bedside of the sick. De- 
partment of Pharmacy also. The next session begins 
October 1, 1908. For Catalogue and information, address 


DR. ISADORE DYER, Dean 


P. 0. Drawer 261 NEW ORLEANS, LA. 
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BLAKISTON’S NEWEST BOOKS 


FOR SALE IN THE SOUTH BY 


SNELL BROTHERS COMPANY 


NASHVILLE, TENNESSEE 


Ask for complete catalog, or information concerning any medical 
book published. The following list sent postpaid on receipt of price, 


or to physicians of approved credit on customary terms :— 
ALLEN. The Opsonic Method of Treatment. By Dr. Richard W. Allen, A.M., M.B., Pathologist 
Royal Eye Hospital, London, ete. ‘8vo., containing 16 charts. Cloth, $1.50. 


CASPER. A Text-Book of Genito-Urinary Diseases, Including Functional Sexual Disorders in 


Man. By Leopold Casper, M.D., Professor in the University of Berlin. Atuhorized Translation, 
with Annotations and Additions, by Charles W. Bonney, B.L., M.D. With 23 full-page plates, 7 of 


which are in colors, and 213 other illustrations. Octavo. Cloth, $6; Half Morocco, $7. 


DOUGLAS. Surgical Diseases of the Abdomen. With Special Reference to Diagnosis. By Rich- 
ard Douglas, M.D., late Professor of Gynecology and Abdominal Surgery, Medical Department Van- 
derbilt University; Ex-President of the Southern Surgical and Gynecological Association, ete. 2d 
edition, Revised and Rewritten. Illustrated by 20 full-page plates. Octavo; 900 pages. In prepara- 
tion. 

EDGAR. The Practice of Obstetrics. Third Edition. By J. Clifton Edgar, M.D., Professor of Ob- 
stetrics and Clinical Midwifery, Medical Department of Cornell University, New York. Third 
Edition, Rewritten and Revised. With 1279 illustrations, including 5 Colored Plates; 38 Figures 
in Colors. Octavo; 1071 pages. 17th thousand. Cloth, $6; Sheep or Half Morocco, $7. 

GOULD’S “Practitioner’s Medical Dictionary.’ Containing among other new features the Terms 
of the Basle Anatomical Nomenclature and the Standards of Pharmaceutical Preparations as giv- 
en by the Eighth Decennial Revision of the U. S. Pharmacopoeia. With 388 illustrations. Octa- 
vo; xvi—1043 pages, double-columned. Flexible Morocco, Gilt edges, Rounded Corners, $5; Thumb 


Indexed, $6. 

GREENE. Medical Diagnosis. A Manual for Students and Practitioners. Second Edition. Sev- 
en colored plates; 241 other illustrations. 12mo.; xvi—691 pages; full limp leather, gilt edges; 
round corners, $3.50. 

“The work is of the most practical character, the language is clear and concise; there is nothing 
superfluous.”—-The Medical Record, New York. 
“Tt is packed with information * * * a book which may be distinctly useful.’—The London 

Lancet. 

JACOBSON. The Operations of Surgery. By W. H. A. Jacobson, F.R.C.S. (England), Surgeon, 
Guy’s Hospital, etc., and R.,P. Rowland’s, F.R.C.S., Assistant Surgeon, Guy’s Hospital, and Joint 
Teacher of Operative Surgery in the Medical School. With 777 illustrations. Fifth Edition, Re- 
vised and Enlarged. Two volumes. 8vo. 2086 pages. Just ready. Cloth, $12. Half Morocco, $14. 
* * * This edition contains 562 pages and 227 illustrations more than the previous editicn. It 

has been thoroughly revised and is in many respects a new book. 

JACKSON. Tropical Medicine. With Special Reference to the West Indies, Central America, 
Hawaii, and the Philippines, including a General Consideration of Tropical Hygiene. By Thomas 
W. Jackson, M.D., Lecturer on Tropical Medicine, Jefferson Medical College. With two plates and 
106 other illustrations. Octavo; vii—536 pages. Cloth, $4. 


LOVETT. Lateral Curvature of the Spine, and Round Shoulders. By Robert W. Lovett, M.D. 154 
illustrations. Octavo. Cloth, $1.75. 
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’ MAYLARD. Abdominal Pain. Its Causes and Clinical Significance. By A. Ernest Maylard, M.B., 
B.S. (London), Surgeon to the Victoria Infirmary, Glasgow. Second Edition. Revised. With 
; four plates in colors, and other illustrations. Octavo; xiv—-301 pages. Cloth, $2.50. 
a Same Author. Abdominal Tuberculosis. Just ready. Cloth, $4. 
| MORSE.  Post-Operative Treatment. A Practical Aid to the Logical or Rational Post-Operative 
> | Care and Treatment of Surgical Cases. By Nathan Clark Morse, M.B., M.D. Second Edition, 
‘oe Revised and Enlarged. With five plates, one incolors; 175 other illustrations; 8 vo.; 499 puges. 
4 Cloth, $4. 
Be} “The author gives an epitome of the different methods in use by various surgeons in their treat- 
ment of post-operative conditions.” 
Pe PARKES AND KENWOOD. Hygiene and Public Health. A Practical Manual. By Louis C. 
{ Lae Parkes, M.D., D.P.H. (London University), and Henry Kenwood, M.B., Professor of Hygiene and 
Public Health, University College, London, ete. Third Edition. Revised. 96 illustrations. 12mo. 
é | 9 620 pages. Cloth, $3. 


REESE. Medical Jurisprudence and Toxicology. Seventh Edition. A Text-Book for Medical and 
Legal Practitioners and Students. By John J. Reese, M.D., formerly Professor of the Principles 
and Practice of Medical Jurisprudence, including Toxicology, in the University of Pennsylvania. 
Seventh Edition. Revised and Edited by Henry Leffmann, M.D. 12mo; ix—656 pages. Cloth, $3. 


RODMAN. Diseases of the Breast; with Special Reference to Cancer. By William L. Rodman, 
M.D., LL.D., Professor of the Principles ot Surgery and of Clinical Surgery in the Medico- 
Chirurgical College. 69 plates, 12 of which are in colors, and 42 other illustrations. Octavo. 
Cloth, $4. 


STEWART. A Manual of Surgery. For Students and Physicians. By Francis T. Stewart, M.D., 
Professor of Surgery, Philadelphia Polyclinic, 504 Illustrations. 12mo.; ix—778 pages. Full Limp 
Leather, Gilt Edges, Round Corners, $3.50. 


THORNDIKE. A Manual of Orthopedic Surgery. By Augustus Thorndike, A.B., M.D. (Harvard). 
Assistant in Orthopedics, Harvard Medical School. 191 Illustrations. Full Limp Leather. Gilt 
Edges. Round Corners. $2.50 


i TYSON. The Practice of Medicine. Fourth Edition. Revised. A text-book for Physicians and 
Students, with Special Reference to Diagnosis and Treatment. By James Tyson, M.D., Professor 
of Medicine in the University of Pennsylvania. Fourth Edition, Revised and Enlarged. Colored 
Plates and 240 other Illustrations, 13 in colors. Octavo, xxvii—1305 pages. Cloth $5.50; Sheep 
or Half Morocco $6.50. 

This edition contains 100 new illustrations and has been increased in size by 65 pages. It includes 

a special article on Animal Parasites and the Conditions Caused by Them, by Allen J. Smith, M. 

D., Professor of Pathology, University of Pennsylvania. 


ie VAN HARLINGEN. Text-Book of Skin Diseases. By Arthur Van Harlingen, M.D., Dermatologist 

b to the Children’s Hospital; Emeritus Professorof Diseases of the Skin in the Philadelphia Poly- 
clinic. Fourth Edition. Revised anid Rearranged. With 102 Illustrations. 8 vo; xii—482 pages. 
Cloth, $3. 


WILEY. Foods and Their Adulterations. The Origin, Manufacture, and Composition of Food 
a Products. Description of Common Adulterations, Food Standards, and National Food Laws and 
Regulations. By Harvey W. Wiléy, M.D., Chief Chemist, U.S. Department of Agriculture, Wash- 
ington, D.C. With 11 Colored Plates and 86 other Illustrations. Octavo; 625 pages. Cloth, $4; 
Half Morocco, $5. 


a WILCOX. A Manual of Fever Nursing. By Reynold Webb Wilcox, M.A., M.D., LL.D., Professor 

— of Medicine at the New York Post-Graduate Medical School. A Text-Book for Nurses, Based up- 
2 on a Course of Lectures delivered to the Nurses of St. Mark’s Hospital, ete. Illustrated. Second 
3 Edition. Revised. 12mo. Cloth, $1. 


a WILCOX The Treatment of Disease. A Manual of Practical Medicine. Second Edition just out. 
i Revised and Enlarged. Octavo; xxiv—932 pages. Cloth, $6; Half Morocco, $7. 
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COMMENTS 


“I think the project is a good and timely one, and that it will succeed I haven't a doubt. You may 


enroll my name on your list of collaborators. I will be pleased to do all in my power to make it a go.” 
Jno. G. Ceci, M.D., Lovisville, Ky. 


“There is certainly need in the South for the character of journal you propose to publish, and I will 


be glad to have you use my name as one of your collaborators, and will do anything in my power to ad- 
Stuart McGuire, M.D., Richmond, Va. 


vance its interest. 
“I am glad to learn that such a publication is to be launched, and that I will join with you to labor 
for its success. There is no reason why the Southern contingent of the profession should not join in 
such an effort, and with the amount of original work now being done in the South, there should not be a 
lack of material. If I can assist in promoting the interest of the project among the New — profes- 
sion, please advise me.’ C. Jerr Mitrer, M.D., New Oricans, La. 


“T have always felt an interest in the upbuilding of medical literature in the South, and ever since I 
have been practicing medicine have regretted exceedingly that the Northern journals have offered us no 


better inducements for publishing our papers in that end of the country.” 
Geo. H. Nosie, M.D., Atlanta, Ga. 


“T have read the letter carefully. I wish to state that I think the idea is most excellent. I have 
wished for such a journal for a long time, and I am sure that I shall personally be only too glad to do all 


that I can to assist you in making it a success. You need not worry about ‘making my duties light.’” 
Gerry R. Hotpen, M.D., Jacksonville, Fla. 


“T heartily endorse the idea, and will be only too glad to co-operate and collaborate with you at any 
time, and on any subject you see fit to advise. Kindly enroll my name a subscriber, and have bill sent 
me at once so I can pay in advance.” C. Horrzctaw, M.D., Chattanooga, Tenn. 


“T shall be glad to do anything that I can to further the interest of the Journal in Alabama. There is 


certainly a field for such a medical journal as you propose.” 
SreaALeE Harris, M.D., Mobile, Ala. 


“Your foundation for such a journal appeals to me, and it does scem could be made a great success. 
For the sake of the Southern medical profession I welcome any opportunity to do what I can to promote 


its interest, and will gladly act in any capacity that will give me Nes opportunity.” 
. M. CartLence, M.D., Louisville, Ky. 


“IT am delighted that you will advance the cause of scientific medicine through such a publication 
as you describe in your valued favor, and I am obliged to you for the opportunity which you offer by 


which I may in some small way contribute to your success in this worthy way.” 
Cuas. M. Rosser, M.D., Dallas, Tex. 


“T am heartily in sympathy with such a journal,and have long felt the need of at least one thor- 
oughly representative medical journal in our part of the country. TI shall endeavor to serve it to the 
very best of my ability.” LeGranp Guerry, M.D., Columbia, S. 


“Considering that the Journal will be of the highest quality as set forth in your letter, and consid- 
ering also the character of the splendid men behind the project, I shall take pleasure in serving you to 
the very best of my ability.” J. A. Crtster, M.D., Memphis, Tenn. 


“T accept with pleasure the appointment as one of the collaborators of the Southern Medical Journal, 
and wish to congratulate you on the organization of this enterprise. As far as I am able, I am with you 
heart and soul, on the basis of the principles enunciated in ia: letter.” 


H. A. Royster, M.D., Raleigh, N. C. 


“T shall be glad to co-operate with you in this venture. I think we ought now to take our stand as 
members of the American Medical Profession.” I’, W. Paruam, M.D., New Orleans, La. 


“IT am glad to have an opportunity to read a home journal of the scope proposed in the new vcniure.” 
J. M. Anperson, M.D., Fayetteville, Tenn. 


“The new journal proposition is the ideal need of the hour, and I predict a good success for it.” 
W. Hatt, M.D., Clinton, Miss. 


“IT think we should have a good Southern Medical Journal, and I am willing to do my part towards 
making it a success.’ . L. Lirrte, M.D., Wesson, Miss. 


“The Journal should be a success, and I trust will be from the very first. I enclose my check for 
$2 to help start. Try to have some articles detailing original research or work—not all compilations.” 
W. H. Powers, M.D., Ocala, Fla. 
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SNELL BROTHERS COMPANY, Publishers, No. 52932 Church Street, NASHVILLE, TENN. 


EDITORIAL STAFF: 
MD, Editor in Chief 


W. A. Bryan, M.D. \ 
J. M. Kine, M.D 


Managing Editors 


Duncan Eve, M.D. W. D. Haccarp, M.D. 
S. S. Crockett, M.D. G. C. Savace, M.D. 

A. B. Cooke, M.D. L. E. Burcu, M.D. 
Wo. Litterer, M.D. Woop, M.D. 
S. M. Bioomstern, M.D. Geo. H. Price, M.D. 

J. P. M.D. Perry Bromserc, M.D. 
M. M. Cuttum, M.D. Gro. C. Trawickx, M.D. 


Assisted by forty collaborators and about one hundred regular contributors among the leading physicians 
of the twelve Southern States. 


Each number contains one hundred pages of well-illustrated reading matter and advertisements. 

No “hobby” or “scheme” of any individual school or locality is promoted, and no advertisements 
of questionable character appear in it. The sole purpose and aim of all connected with the Journal is 
to advance the interests of the entire Southern medical profession. 


THE REGULATION OF MANUSCRIPTS: 


All manuscripts must be type-written on one side of the paper only. 

Each issue of the Journal will be copyrighted. 

All Manuscripts submitted to this Journal will be considered only on the condition that they will not 
appear in any other journal until after they have been published in this Journal. 

It is desired that all articles close with a summary and that the bibliography be given. 

Good illustrations are desired; the authors to furnish satisfactory photographs and drawings. 

All manuscripts must be in the hands of the editors by the tenth of the month preceding the date of 
issue in which they are to appear. 
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CLINICAL NOTES ON APOPLEXY. 


E. G. WOOD, M.D., C.M., PROFESSOR OF 


In the remarks I have to make the term 
apoplexy will be used in its broadest sense, 
and as a general term will embrace not only 
the acute cerebral attack or “stroke” due to 
hemorrhage, but also that resulting from the 
plugging of a vessel. The apoplectic seizures 
occasionally met with in intracranial tumor or 
abscess, in general paralysis of the insane and 
in a few other conditions, will not be con- 
sidered. 

A “stroke” or an attack of apoplexy is vas- 
cular in origin and is due either to rupture of 
a blood vessel in the brain—cerebral hemor- 
rhage—or to occlusion of a cerebral vessel 
thrombosis or embolism. Hence the underly- 
ing pathology will be found in-the circulatory 
system. With heart and blood vessels healthy 
a man is not stricken with apoplexy. 


(1) Cerebral hemorrhage is due to rupture 
of a diseased blood-vessel in the brain, and, 
apart from traumatism, purpura and_perni- 
cious anemia, probably never occurs with 
healthy vessels. As a result of chronic de- 
generation the walls of the cerebral arteries 
become weak and may partially give way at 
various points, forming minute miliary aneur- 
isms. Able to withstand ordinary pressure, 
these little aneurisms are liable to rupture un- 
der excitement or sudden effort. In the great 
majority of cases there are associated with 
the arterial changes hypertrophy of the left 
ventricle and increased intra-arterial pressure 
as shown by the accentuated aortic second 
sound, and these changes are due to arte- 
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riosclerosis, either primary, or as an associated 
condition in chronic Bright’s disease. In 
nearly all cases the rupture can be traced to 
three factors, viz: powerful left ventricle, high 
arterial pressure and weakened vessel wall. 
Cerebral hemorrhage is especially frequent 
between the ages of forty and sixty, that is, 
during the period when arterial degeneration 
is marked, while the power of the heart is 
still good. After sixty the heart becomes 
weaker, intra-arterial pressure is lower and 
rupture is progressively less frequent. As 
arterial degeneration is much more common 
in men than in women, so cerebral hemorrhage 
more frequently affects the former. 


In about two-thirds of all cases the 
hemorrhage takes place in the internal cap- 
sule or basal ganglia; next most frequently 
in the cortex, and less often in the pons and 
cerebellum. When hemorrhage occurs in the 
brain tissue the blood tears and disorganizes 
the brain substance and soon forms a clot 
around which there is considerable cedema. 
This clot exerts sufficient pressure upon the 
adjacent brain tissue to impair or destroy its 
function, but the cedematous and compressed 
tissue will resume its function when the pres- 
sure is removed. Hence, the immediate and 
temporary effects of a cerebral hemorrhage 
are usually much more severe and extensive 
than the permanent ones, but as the absorp- 
tion of the clot is slow the improvement in 
the symptoms is necessarily slow and gradual. 
As the cedema about a hemorrhagic lesion 
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often subsides early there may be noticed a 
rapid improvement, which is, however, only 
partial and due to the relief of the pressure 
caused by the cedema. Of course, the fibers 
that have been destroyed and have degen- 
erated never resume their function, hence in 
all cases where the hemorrhage has been at 
all extensive there will be some permanent 
defect. 

(2) In Cerebral Thrombosis there is occlu- 
sion of an artery due to the gradual constric- 
tion formed by obliterating endarteritis or to 
the formation of a clot upon the roughened 
wall of the vessel. When the occlusion is 
complete nutrition is at once cut off from all 
the brain tissue supplied by the plugged ves- 
sel, and function is at once suspended in this 
area, but when the collateral circulation is es- 
tablished the function returns in all parts not 
permanently deprived of blood. Hence as in 
hemorrhage the immediate effects of the 
stroke may be extensive and severe, but in 
thrombosis the improvement ma, so 
marked that but slight permanent defect re- 
mains. As the collateral circulation is usually 
established within a week the improvement 
which occurs in thrombosis or embolism is 
much more rapid than that seen in hem- 
orrhage. Thrombosis is relatively much more 
common in the cortical arteries than in those 
of the base, hence the frequency of localized 
and incomplete palsies in this condition. In 
the cortex the collateral circulation is exten- 
sive, but in the arteries of the internal capsule 
and base it is very imperfect as the arteries 
are terminal. Hence there is much less re- 
covery in lesions of the basal arteries than in 
those of the cortex. Sometimes the middle 
cerebral artery itself is plugged, in which case 
there will be wide-spread softening. When 
the clot forms in the vessel it extends back- 
ward to the next branch, and if a portion of 
it should be separated at this point it will be 
carried into this branch, plugging it and caus- 
ing another attack with more extensive par- 
alysis within the next day or two. Oedema 


rapidly appears in the brain territory supplied 
by the occluded vessel, but it subsides as the 
collateral circulation is established. The ulti- 
mate effect of thrombosis is softening from 
fatty degeneration in the area permanently 
deprived of blood with descending degenera- 
tion in all the fibers involved. 

Thrombosis occurs in obliterating endar- 
teritis from any cause. In the young, syphilis 
is responsible for the majority of cases of 
apoplexy ; in the old, senile endarteritis is the 
underlying factor. In such cases slowing of 
the blood current from weakening of the heart 
may result in thrombosis, hence the stroke 
often appears during sleep or after exhaustion 
or fatigue. 

(3) In Cerebral Embolism the artery, 
which is usually healthy is occluded by an 
embolus coming from the heart or large 
arteries, and is met with most frequently in 
cases of endocarditis in young persons. The 
pathological changes are exactly similar to 
those met with in thrombosis. 

Though the actual pathological conditions 
that cause the apoplectic attack in hem- 
orrhage, thrombosis and embolism are clear, 
well defined and distinct from one another, 
the immediate effects on the functions of the 
area of brain involved are so nearly alike that 
clinically it is often impossible to determine 
the exact nature of the lesion. Inasmuch as 
the treatment of a hemorrhagic attack is prac- 
tically the opposite of that of the stroke of 
thrombosis, the differentiation of these two 
conditions is of the greatest importance. Un- 
fortunately, however, it is impossible in many 
cases to determine whether the attack is due 
to hemorrhage or to occlusion of a vessel. In 
hemorrhage and embolism the attack is sud- 
den because the accident to the vessel is of 
sudden occurrence. In thrombosis, though 
the narrowing of the vessel may have been 
gradual, the actual closure is usually quite 
sudden and the attack may be as rapid in its 
onset as in hemorrhage or embolism. 

In differentiating the three conditions there 
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are some features sufficiently characteristic as 
to possess considerable diagnostic significance 
though not one of them alone can be con- 
sidered as conclusive. The chief points of 
diagnostic value are: age of patient, the ex- 
istence of certain diseased conditions, exciting 
cause of an attack and time of occurrence, pre- 
monitory symptoms, suddenness of onset and 
nature of attack, unconsciousness, extent of 
paralysis and location of lesion, aphasia, re- 
actionary fever, and rapidity and extent of re- 
covery. 

Age—Hemorrhage is most frequent be- 
tween the ages of forty and sixty, thrombosis 
under forty and again in old age, and embol- 
ism in the young. The great majority of at- 
tacks of apoplexy occurring under forty and 
over sixty are thrombotic in origin. 

Existence of Disease—The presence of 
arteriosclerosis, with cardiac hypertrophy, 
accentuated aortic second sound, high intra- 
arterial pressure and possible urinary evi- 
dences of chronic interstitial nephritis affords 
the conditions necessary for the occurrence of 
hemorrhage. Hence, if a man past middle 
life presents these signs and is suddenly 
stricken with apoplexy, we have strong pre- 
sumptive evidence that there has been a rup- 
ture, especially if the attack occurred during 
excitement or physical exertion. 

The existence of evidences of syphilis or 
of senile arterial degeneration, especially if 
associated with low blood pressure and weak 
heart or anemia, would strongly favor 
thrombosis. Syphilitic endarteritis with throm- 
bosis is undoubtedly the cause of the great 
majority of strokes under middle life. 

A stroke in a young man or woman who 
presents signs of disease in the valvular re- 
gion of the heart or in the aorte is probably 
embolic and this becomes almost a certainty if 
syphilis and Bright’s disease can be excluded. 

The exciting cause of an attack may be of 
distinct value when it can be determined. A 
stroke that occurs during the period of high 
arterial pressure and forcible heart action that 
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tre associated with mental excitement or un- 
usual physical effort is very likely due to hem- 
orrhage. It must not be forgotten, however, 
that rupture may take place when no such 
circulatory excitement is apparent. As the 
clotting in the vessel is favored by a feeble 
current, thrombosis is most likely to occur 
when the cardiac force is weak and the intra- 
arterial pressure low, hence the apoplexy of 
thrombosis frequently appears during sleep or 
during the exhaustion that follows fatigue, ex- 
citement or illness. The time of occurrence 
of embolism is probably of little, if any, value, 
in diagnosis. 

Premonitory Symptoms—In hemorrhage, 
tis a rule, there have been no premonitory 
symptoms of any value. Headache, vertigo, 


-fmental confusion and nausea are absent. 


There have beer no slight attacks of vertigo 
or mental confusion followed by local par- 
alysis and in nearly all cases the attack comes 
wn suddenly without. any warning. Likewise 
in embolism, premonitory symptoms are ab- 
sent, though rarely a patient may have suf- 
fered from embolism in some other vessel, as 
for example, in the central artery of the ret- 
ina producing sudden blindness, in the spleen 
or kidneys. It is especially in thrombosis 
that premonitory symptoms are common, 
though not always present. These pro- 
dromata may have extended back over weeks 
or months. The most significant symptoms are 
headaches, especially if induced by fatigue, 
mental or physical (in syphilitic cases the 
headache is usually worse towards night), at- 
tacks of vertigo coming on after effort or 
after a full meal, insomnia, mental confusion, 
loss of memory, numbness and _ paralysis. 
Numbness, if persistent or frequently recur- 
ring, and always referred to the same arm, 
leg or side, is a common symptom in these 
cases, and if associated with distinct signs of 
endarteritis is very significant, indicating as 
it does an abnormal state of the circulation in 
a localized area of the brain. The patient 
may have suffered from slight attacks of 
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paralysis, localized to one arm, leg or one side 
of the face, or he may give a history of a 
temporary aphasia, followed later by par- 
alysis in a limb. The paralysis in these cases 
is often slight; it may be discovered on rising 
in the morning, or it may appear after a few 
days of headache, vertigo or mental confu- 
sion. An attack of apoplexy in a man who 
gives such a history is almost surely due to 
thrombosis. 

Mode of Onset—In hemorrhage and em- 
bolism the attack is so sudden in its onset 
that the patient often falls stricken to the 
ground, the paralysis being complete at once. 
The attack in thrombosis may be quite as sud- 
den, but usually the patient is conscious of a 
numb or dead feeling in the affected limb and 
he may be confused or dazed for some min- 
utes or even longer before the loss of power 
is observed. In some instances the loss of 
power at first is localized to part of one limb, 
then gradually extends to the whole limb and 
perhaps to the whole side, but some hours 
may elapse before the full extent of the par- 
alysis is shown. 

Loss of Consciousness is a most valuable 
symptom in differential diagnosis. In hem- 
orrhage it is nearly always present, appears 
suddenly at the time of the attack, is usually 
complete and as a rule lasts for at least 
twenty-four hours, often much longer. In 
very slight hemorrhages the symptom may be 
absent, but when the lesion is sufficient to 
produce a complete though slight, hemiplegia, 
it is pretty certain to be present, and a 
marked hemiplegia from hemorrhage is, ac- 
cording to Russell, always attended by loss of 
consciousness at the time. 

In the majority of cases of thrombosis 
there is no loss of consciousness, or if pres- 
ent it is incomplete and of short duration. The 
patient is, however, often dazed and confused 
for a few minutes or a few hours, but con- 
sciousness is not lost. His cerebration is 


slow and imperfect, but he can be partially 
roused and responds to questions or com- 


mands. Even in a complete hemiplegia from 
thrombosis, loss of consciousness is unusual 
and a complete hemiplegia, gradual or sudden 
in its onset, without coma means thrombosis. 

In embolism consciousness is not usually 
lost. The coma that is seen in some cases is, 
as a rule, incomplete and of much _ shorter 
duration than that of hemorrhage and when 
recovered from, it passes away rapidly. 

The extent of the paralysis may be of con- 


siderable value in differentiating hemorrhage 


from thrombosis. In the majority of cases of 
apoplexy from hemorrhage there is complete 
hemiplegia. It is decidedly unusual to meet 
with a monoplegia in hemorrhage. On _ the 
other hand thrombosis often affects the small- 
er cortical branches, producing a_ paralysis 
of limited extent or the loss of power appears 
first in one limb and later in another. Ex- 
cluding hemorrhage the result of traumatism, 
a cortical lesion is nearly always thrombotic 
or embolic, so that if it can be established that 
the lesion is cortical it is far more likely to 
be due to thrombosis than to hemorrhage. In 
favor of a cortical lesion are the following 
points: the paralysis may be limited to the 
face, to the arm or leg, or if there is hemi- 
plegia it is incomplete, one limb being much 
more affected than the other. Aphasia is also 
a symptom of a cortical lesion, as damage to 
the internal capsule will probably not produce 
complete aphasia. Hence, a true aphasia is 
much more frequent in thrombosis than in 
hemorrhage. 

Reactionary Fever and Other Signs—On 
the first day of the attack in hemorrhage the 
temperature is usually subnormal, but this is 
followed by a rise to 101 to 103, occasionally 
higher. In thrombosis and embolism, as a 
rule, there is no initial fall and little or no 
subsequent rise in temperature. The pulse in 
hemorrhage is full, of high tension, slow and 
often irregular; in thrombosis it is normal or 
weak and of low tension; in embolism it is 
the pulse of the cardiac condition. The 
pupils in hemorrhage are often irregular and 
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do not react to light; in thrombosis and em- 
bolism they are usually regular and react to 
light. 


Rapidity of Recovery—In hemorrhage, re- 
covery from the paralysis is slow and some 
permanent defect always remains. In throm- 
bosis, and likewise in embolism, there is often 
marked improvement within the week, some- 
times in the first two or three days, that is, as 
soon as the collateral circulation is established. 
Occasionally in thrombosis there is a marked 
return of power on the second day followed 
on the third day by an increase in the extent 
of the paralysis. This may be due to exten- 
sion of the thrombus into other branches, but 
in many instances is the result of temporary 
vascular changes with cedema, the symptoms 
improving again in a few days. 


Prognosis—I shall not attempt to discuss 
the various indications which may assist us in 
predicting the outcome of a case. An attack 
of apoplexy due to cerebral hemorrhage is 
much more likely to prove fatal than that due 
to thrombosis or embolism, in fact some of the 
English neurologists claim that the great ma- 
jority of hemorrhagic apoplexies are fatal. 
We all recognize the grave import of deep and 
prolonged coma, of stertorous breathing, etc., 


and in cases presenting such symptoms we 
are rarely mistaken in predicting an unfavor- 
able termination. But in cases where con- 
sciousness is not entirely lost, though hemi- 
plegia may be complete, prognosis is so diffi- 
cult that the only safe ground is to withhold 
an opinion and await developments. In 
thrombosis or embolism the collateral circula- 
tion may be quickly established and a re- 
markable improvement in all the symptoms 
may be seen even as early as the second day. 
On the other hand, the later development of 
cedema or extension of the thrombus in an 
apparently mild case may cause an aggrava- 
tion of the symptoms with coma and a rapidly 
fatal termination. In thrombosis the third 
day often seems to be critical and probably 
coincides with the development of extensive 
cedema in and about the area of brain supplied 
by the occluded vessel. Again in thrombosis 
one must not forget the danger of recurrences. 
Even in syphilitic cases this is, I beiieve, an 
ever-present danger, for when cerebral syph- 
ilis has advanced to the apoplectic or paralytic 


stage, I have but little confidence in complete 
cures by even large doses of the iodides. It 


cannot be expected that these drugs will re- 
store degenerated tissues to their normal con- 
dition. 
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DIAGNOSIS OF PAINFUL FEET. 


BY £. 


LAURENCE SCOTT, M.D., ORTHOPEDIC SURGEON TO HILLMAN HOSPITAL, 


BIRMINGHAM, ALA. 


In the consideration of some of the more 
common conditions giving rise to pain in the 
foot, it will not be my intention to dwell on 
the pathology of any one particular condition, 
but rather to try and bring to your notice the 
symptoms upon which we may rely for our 
diagnosis. 

I think that I am correct in believing that to 
the majority of the general practitioners of 
medicine, the words “painful feet” mean one 
of two things—that the patient has either flat- 
foot, or that he has rheumatism. 

It is not usual for one in the general prac- 
tice of medicine to make a careful and pains- 
taking examination of the foot and, therefore, 
the foot in the majority of cases is not recog- 
nized as a part of our anatomy whose func- 
tion is peculiar to itself. 

Painful feet probably constitute the larger 
portion of the cases coming to the notice of 
the orthopedic surgeon, and I will therefore 
follow out the line of diagnosis as used by 
these surgeons. 

The human foot in general outline may be 
roughly likened to the ordinary span bridge. 
At each end of the foot is a support or pillar, 
and the intervening part, or body proper, re- 
inforced and held in place by ligaments and 
fascia, and the muscles approaching the foot 
from the leg. | 

At the posterior end of the foot we find the 
os calcis as the supporting pillar, and at the 
anterior end the heads of the five metatarsal 
bones with their respective phalanges serve the 
same purpose. The outer edge of the foot is 
reinforced or bra¢ed in its proper position by 
the fifth metatarsal bone, which acts to pre- 
vent the foot from rolling outwards when the 
body weight is borne. The support of this 


bone is, however, of no great consequence and 
does not deserve particular attention. 


The body of the foot is composed of the 
tarsus, consisting of the os calcis, already 
mentioned, the scaphoid, the astragalus, the 
cuboid, and the three cuneiform bones. 

The metatarsus, which is the anterior seg- 
ment of the foot will be described in a later 
part of this paper. 

The muscles approaching the foot from the 
leg, play the same part in the support of the 
arch of the foot as do the cables in a bridge. 

When thought is given to the fact that the 
foot bears more weight and is subject to 
more strain than almost any one part of our 
body, it will be easy to appreciate and under- 
stand the rapidity of evidence of strain or 
perverted function here. 

It is on account of the very completeness of 
the structure of the foot that we find such 
marked exhibition of symptoms when any one 
bone is slightly displaced or any ligament 
strained. Each separate part of this complete 
structure depends, as it were, on the other, in 
the performance of the function that is in- 
tended, particularly so during locomotion, and 
the taxation on the foot as a whole from the 
superimposing of the body weight. 

The consideration of the condition known 
as FLAT-FOOT would probably be suggested 
first, in a paper dealing with the diagnosis of 
painful feet. 

What do we mean by the term flat-foot? 
Do we mean that a foot is literally flat, as 
the term would indicate, or do we mean a 
foot which is undergoing the pathological 
changes that will eventually result in such an 
anatomic formation? Every one has seen a 
foot which is flat, but that foot may not be 
a painful one, and so never come to treatment, 
save possibly for an improvement cosmetically, 
or to seek relief from an awkardness in the 
gait. This is not the type with which the 
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general practitioner usually has to deal, and 
an omittance of anything more than the 
mere mention of this type will be necessary 
on account of brevity. 

Recent writers on painful conditions of the 
feet, have emphasized that our accepted 
standard of highness, or classic appearance of 
the arch of the foot is subject to wide varia- 
tions and that we may find all grades of high- 
ness or lowness of the arch, both longit.Jinal 
and anterior arch, and that in the particular 
individual, it may be the normal. In view 
of these statements, the question of standard 
height or lowness, seems to resolve itself in- 
to a personal equation, and we must consider 
the height or lowness of the arch as peculiar 
to the person under examination only, and to 
bear weight in the diagnosis accordingly. 

It is not so much the degree of lowness in 
the longitudinal arch or the displacement of 
the tarsal bones that characterizes the foot as 
a pathological or symptomatic flat-foot, as it is 
the amount of resultant strain to the ligaments 
and muscles entering into the foot. Whitman, 
of New York, has very aptly put it that “Pain 
is not caused because the foot is flat; it is a 


No.1. Typical flat foot -‘‘non-painful.” Showing 
the pronation and turning outward of the front 
part of the foot causing a shambling gait. 


symptom of strain and injury, and of progres- 
sive deformity.” 

In the class of cases known as weak feet, 
a person may present a high and classic arch 
and still suffer acutely from the slightest 
strains or displacements, which displacements 
may be of such small degree as not to be de- 
tected in the ordinary casual examination. 

The external appearances of such feet some- 
time confuse one to explain the severity of the 
symptoms, and the fact that the slightest dis- 
turbance of the proper relationship of the 
bones of the tarsus will call forth decided 
symptoms, is quite often overlooked. 

The STATIC FLAT-FOOT is a type 
mostly coming to our notice, and is a result 
of occupational usages, or better, abuses, and 
is mostly seen in persons who stand or im- 
pose the body weight on the feet for long 
periods at a time. 

This variety of painful foot is found most 
frequently in persons whose occupations are 
such as motormen, shop girls, and in those 
who are not able to rest the foot and relieve 
them of the strain of weight bearing at fre- 
quent intervals. 


No. 2. Same case as No.1. No weight bearing. Showing the down- 
ward displacement of the Scaphoid and destruction of the norma 
inner contour of the foot and obliteration of the arch. 
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The history of these cases is generally clear 
as to the commencement of the trouble, and 
as to the mode of onset. They usually tell that 
the foot at first gave a sensation of uneasi- 
ness and tired quickly. As the deformity 
progressed, a decided sense of discomfort was 
experienced, and then they became conscious 
that there was something wrong in_ their 
regular gait, and that they were accustoming 
their steps to suit their feet and placing the 
foot carefully, avoiding any unevenness in the 
walk. A dull, aching pain is felt in the foot, 


be caused. The foot perspires freely, although 
no rise in surface temperature be found. 
When the foot is at rest the natural elas- 
ticity of the ligaments and fascia, cause a 
partial replacement of the tarsal bones, which 
gives comfort, but when the foot is again put 
into activity, the degree of discomfort seems 
increased. This is of course to be accounted 
for by the renewed strain to the ligaments. 
This of itself is sometimes enough to cause 
the patient to dread to put weight on the foot, 
and in some cases it is several minutes before 


No.3. Radiograph of foot shown in No.1. Illustrating the effect on the tarsel bones, of changed relation cf the Os Calcis, to 
the Astragalus. 


at first not confined to any one particular 
point, but later the points of strain can be 
recognized. The pain may in some cases ex- 
tend up into the calf, the knee or even to the 
hip. The foot may be swollen and is sensi- 
tive to pressure at such points as the insertion 
of the plantar fascia, and at the articulation 
of the scaphoid with the astragalus. 

The normal amount of flexion, extension 
and adduction and abduction is limited, and 
when such movements are attempted pain may 


a step will be attempted, and then in a most 
guarded manner. 

Besides the careful consideration of the 
symptoms exhibited it is necessary to make a 
careful general examination as to the weight 
bearing lines, the contour of the inner border 
of the foot and the manner of walking and 
placing of the foot on the floor. To make 
such an examination the patient should stand 
with feet bare, heels approximated, and toes 
turned slightly outward. Weight should be 
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borne equally on each foot. It is important 
that the weight be equally borne, for in some 
cases an inequality in this particular will give 
a very different picture than that which really 
exists during equal weight bearing. 

A static flat-foot in most cases will show 
some degree of pronation, varying of course 
with the duration and severity of the condi- 
tion. The tendo-achilles in the normal foot 
comes to its insertion into the os caleis in a 
straight line, but when pronation is present, 
this tendon makes a sweeping curve, with the 
convexity of the curve to the median line of 
the body. 

A test of the flexion, extension, adduction 
and abduction powers, as above mentioned, 
should be made, for in some cases we may find 
the pronation due almost entirely to a spasm 
of the peronei group of muscles. 

The internal border of the foot should be 
inspected, to detect any downward and _in- 
ward displacement of the scaphoid or rota- 
tion of the astragalus. 

Everyone is familiar with the impression as 
made by the average foot, bearing weight, 
and is quick to recognize any deviation from 
the normal, so that I shall only mention the 
method I think a good one, and not go into 
the merits of this manner of aiding the diag- 
nosis, because, as said before in referring to 
the height of the arch, the foot may be normal 
for the patient under examination when it 
would appear not to be so. It is necessary that 
an impression be taken of both feet, even 
though only one foot may be affected and in 
case both feet are affected the physician must 
use his judgment in reading the impression. 
The method of impression-taking as used by 
Frieberg is a good one, and is as follows: 
The sole of the foot is moistened with a solu- 
tion of chloride of iron and imprint stained 
on paper. By immersing this paper in a tan- 


nic acid solution, the stain becomes a durable 
black. One value of the impression is that 
it can be used for future references in the 
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treatment and to show improvement from such 
treatment as is given. 

I have used the term static flat-foot, and 
the term weak-foot, interchangeably, for two 
reasons, first that space is not allowed for 
separate consideration, and secondly, that one 
type does not exist entirely without the other, 
as can be readily seen. The class of cases 
known as rigid flat-foot do not constitute a 
large enough proportion of the cases coming 
to the notice of the general practitioner to 
deserve special attention. ; 

I have taken up the time allowed me on 
affections of the longitudinal or greater arch 
in the diagnosis of a typical case and allow- 
ance must therefore be made for the class of 
cases presenting the intermediate grades of 
severity, as seen in the simple weak foot or 
in the simple pronated foot. 

A condition of second importance to relaxa- 
tions and affections of the longitudinal or 
greater arch of the foot is found not infre- 
quently in the anterior arch. This condition 
is probably known to most as MORTON’S 
TOE, OR MORTON’S NEURALGIA, on 
account of attention being first called to the 
condition by Dr. T. G. Morton, of Philadel- 
phia, in 1876. Some more recent writers give 
to the affection the term “anterior metatar- 
salgia. 

In the foregoing part of this paper, the an- 
terior arch was mentioned as the anterior seg- 
ment of the foot, and as the anterior support 
of the bridge. Nothing was said of its pecu- 
liar anatomy, so therefore a brief review of 
its bony architecture will be necessary for an 
understanding of the condition I shall men- 
tion. This anterior metatarsal arch is formed 
by the bodies and heads of the five metatarsal 
bones, held in place by the interosseous mus- 
cles and ligaments with the exception of the 
first metatarsal bone, which is analogous to the 
thumb, through not being connected to its 
neighboring bone by ligaments. 

Counting from the inner side of the foot 
outwards, it will be found that the second and 
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third metatarsal bones are longer and occupy 
a slightly higher plane than the remaining 
ones and it is due to this peculiarity almost en- 
tirely, that the use of the term arch is justified 
as descriptive of this segment of the foot. This 
arch exists as an arch only when the foot is 
at rest and when no weight is borne. A great 
deal of elasticity and resiliency is possessed 
here, and the arch formation is resumed in the 
average person as soon as the pressure of the 
shoe or the weight of the body is removed 
from the foot. 

The movements, upward and downward, of 
the metatarsal bones as occurring during walk- 
ing, does not occur simultaneously for all, but 
is more of a succession of movements, starting 
first in the fifth metatarsal bone and going 
across to the first, as the step is made. This is 
true in persons who place the foot in the prop- 
er position for weight bearing, or in other 
words, when the degree of Abduction of the 
foot is the minimum. 

This upward and downward movement is 
very free, and may so account for the symp- 


tom found in affections of this arch. The. 


pathology of a typical affection of this kind 
has not been fully demonstrated, nor has the 
true etiology been satisfactorily explained. 
Several explanations have been offered from 
time to time, but as none seem conclusive, a 
review of them would avail nothing of inter- 
est. 

The symptoms, or rather symptom, usually 
corresponds in the average series of cases seen, 
and is practically diagnostic in itself. The 
characteristic cramping pain across the ball of 
the foot, as the patient will put it, usually gives 
us the diagnosis, though in some cases the pain 
may not be so definitely located. The acute 
pain is felt mostly between the third and fourth 
toes, or between the fourth and fifth — toes. 
This pain may radiate into the distal ends of 
the phalanges, or go even into the calf of the 
leg. It is not a constant pain, but is inter- 
mittent, and rarely comes on except when the 
shoe is worn or when weight is borne on the 


foot. The frequency and severity of the pain 
may be increased by wearing a tight shoe; the 
converse of this is equally true. The neural- 
gic like pain may in some cases be found, but 
whether it be a cramping or neuralgic type, 
it is usually relieved by removing the shoe and 
nanipulating the front part of the foct. The 
intermittent character of the pain, and its acute 
onset, should warn us in our diagnosis of a 


No.4. Radiogragh of foot giving symptoms of Morton's toe, 
illustrating mal-position of the second and third metatarsal 
bones, which pinch against each other (at point marked 
““X”’) when the anterior arch is compressed laterally. 


Morton’s toe, for in the discomfort due to an 
ordinary relaxation of the anterior arch, the 
pain is almost constant, and appears in the 
slightest weight bearing, and is not so severe. 
Again, in general relaxation, with resultant 
strain, the point of pain is not so definitely lo- 
calized, and the feeling is more one of tiring 
and aching, than of acute cramping. 
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In Morton's toes, a general examination of 
the foot will probably show nothing abnormal, 
whereas in the static relaxation, callouses will 
be found under the heads of the metatarsal 
bones. The use of the Roentgen ray for a diag- 
nosis of affections of this portion of the foot, 
is practically valueless, save to clear up any 
possible doubt that may exist as to the pres- 
ence of exostosis, or of mal-positions of the 


No.5. Radiograph of foot with symptoms identical to No. 4. 


metatarsal bones due to the compression of 
faulty foot-wear. Malpositions, giving rise to 
pain from the rubbing of one bone against its 
neighbor, is in my opinion, not of uncommon 
occurrence. 

The subject of GOUT would probably not be 
warranted in a paper dealing with the diag- 
nosis of affections of the foot alone, save for 
the fact that the primary manifestations of 
this condition are to be found in the foot, in 
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the larger percentage of cases. I shall not take 
up time in the consideration of the symptoma- 
tology of the chronic form of gout, but shall 
confine myself to the acute form. 

The pathology of gout is well described in 
most text-books on the practice of medicine, 
and is easily understood by all. Gout usually 
manifests itself first in the metatarso-phalan- 
geal joint of the great toe, and the symptoms 
as a rule come on in the early morning hours. 
The pain, which is peculiar to the affection, 
is described by those who have experienced it, 
as if the foot or rather the metatarso-phalan- 
geal joint were compressed in a vise. The 
signs of inflammation quickly supervene, the 
heat, redness and swelling in some cases be- 
coming very pronounced. A rise in the body 
temperature nearly always accompanies the 
acute attack. 

The attacks depend for their frequency and 
severity on the habits of the patients, being 
increased in frequency through indescretions 
of the diet, etc. The duration of the attack is 
usually not long, and the acute symptoms sub- 
side with a copious perspiration. Some diffi- 
culty may exist in making a diagnosis between 
acute gout and acute articular rheumatism: 
the main point in the diagnosis is the recogni- 
tion of acute articular rheumatism being poly- 
articular, while gout is primarily confined to 
the articulation above mentioned. The chron- 
ic form as diagnosed from the chronic form 
of articular rheumatism is more difficult, and 
requires a careful examination and_history- 
taking, but again we know that a chronic rheu- 
matism has a predilection for the smaller 
joints, and chronic gout for the larger. 

In the differentiation of gout from the va- 
riety of arthritis known as the /ypertrophic, 
and the form known as atrophic, it is to be 
remembered that gout is rather sudden in ap- 
pearance, while the other two are slow and in- 
sidious. 

Gonorrheeal Arthritis is frequently seen in 
the foot, but the diagnosis is as a rule not dif- 
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ficult, when the history of the case is concise 
and taken carefully. 

Baer, of Johns Hopkins, has written on this 
subject and has demonstrated the gonococci in 
the scrapings froin the periosteum of the cases 
that came to operation. 

This type of arthritis may not come on un- 
til after the subsidence of the acute attack of 
gonorrheea, and with a certain class of pa- 
tients, a denial of any such infection may be 
given, when the case will of course be more 
difficult of diagnosis, and the diagnosis will 
have to be one, more of suspicion than of 
proof, unless the case comes to operation, 
when, as above said, it may be possible to dem- 
onstrate the actual presence of the gonococcus. 
The symptoms seen in these cases are about 
as follows: Sudden pain in the arch of the 
foot, swelling, redness, and rise in tempera- 
ture. Acutely painful points may be found on 
pressure, and are to be looked for in such 
places as the under surface of the os calcis, 
the region of the astragalo-scaphoid articula- 
tion, or in some, under the insertion of the 
tendo-achilles into the os calcis. 

The use of the Reentgen Ray is valuable in 
this affection, on account of the formation of 
exostoses, which can be plainly seen in a good 
radiograph. The under surface of the os cal- 
cis is the most frequent location of the exos- 
toses, but they may be found at almost anv 
articulation in the tarsus, or at the insertion 
of the tendons coming into the foot.. 

ACUTE ARTICULAR RHEUMATISM, 
confined to the foot alone, is not of common 
occurrence. This is probably to be explained 
by the fact that the joint architecture of the 
foot is not the same as is found in the other 
joints of the body, with the exception of the 
wrist. It is more of a series of smaller joints 
with little or no true capsule formation. 

It is not uncommon, however, to find this 
affection in the foot secondarily, and then we 
may see the affection in the worst phase, re- 
sulting in contractures and disabilities of a 
permanent nature. 

It is almost unnecessary to go into the 


symptomatology of acute articular rheuma- 
tism, as nearly every one is familiar with the 
condition as it is seen every day, so it has 
been my aim and attempt in this brief paper 
to try and divert attention from acute articu- 
lar rheumatism, and at the same time to show 
that the foot is subject to a goodly number of 
conditions, resulting in pain and disability, 
and that we do not owe so much to the dis- 
ease, acute articular rheumatism, in the diag- 
nosis of painful feet, as has been supposed. 

Summary: First—Acute painful flat-foot 
is found in persons who subject their feet to 
abnormal strains. Weak feet, speaking gen- 
erally, are found in persons who do not ac- 
commodate the foot usages and in those whose 
general bodily condition is below the normal. 
Weak feet, if untreated, may result in true 
flat-foot, or chronic strains and displacements 
in the structure of the feet. Diagnosis is 
usually not difficult and is made by exclusion 
unless the evidence of perverted function be 
plain. 

Second—Morton’s Toe, or anterior metatar- 
salga is most frequently seen in women. The 
cramping pain, in the region of the metatarso- 
phalangal joint of the third or fourth toe 
gives the diagnosis. The pain from the strain 
resultant of relaxations and that due to mal- 
positions and exostoses, is not experienced ex- 
cept when foot is in activity, while in the first 
mentioned condition, the pain may appear even 
during rest. 

Third—The diagnosis of gout must always 
be one, more of suspicion than of proof, in 
the average case the condition must be dis- 
tinguished from the other types of arthritis. 
The diet, and habits of patients bring on at- 
tacks and so this is the leading point in diag- 
nosis. 

Fourth—Gonorrheeal arthritis affecting the 
foot is in some cases difficult of diagrosis on 
account of denial of infection. The formation 
of the exostoses on the os calcis and the other 
tarsal bones makes it clear. As would be in- 
ferred, males are most frequently subject to 
this condition. 
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The study of physiology and the conduct 
of physiological experiment, while interesting 
in themselves and at times even fascinating, do 
not have the earnest sympathy of the prac- 
ticing physician or surgeon for the reason 
that it is often a far call from normal physi- 
ology to the treatment of pathological condi- 
tions and the relation of one to the other is 
not always clear, and the full understanding 
of the one too often seems to shed little light 
on the other. Probably the great bulk of our 
therapeutic knowledge has come to us in an 
accidental way instead of by logical deduc- 
tions from physiology on the one hand, or 
physiological action of drugs on the other. 
But we are coming to know more of the real 
secrets of physiology and some very happy ap- 
plications have been made of our recent 
knowledge. The physiology of digestion has 
always had its devoted students, and in recent 
years no less skillful ones than in the years 
before; for by the labors of Pawlow in R1s- 
sia, Bayliss and Starling in England, and 
Cannon and others in America, we have had 
real acquisitions to our knowledge of this im- 
portant function. And inasmuch as all of us 
are disposed to neglect reading matter of this 
kind, I thought it might not be out of place 
to bring to our minds the gist of this work 
and see wherein it confirms established prac- 
tice, and wherein it may offer suggestions of 
untried methods. I may say to start with that 
a good part of recent demonstrations serves to 
confirm clinical observations and preconceive:| 
notions and put them on an established basis 
of proof, and to that extent some of what I 
shall say may not appear at all new. 
Physiologists are indebted to Pawlow for 
a very ingenious method of studying gastric 
secretion. THle conceived the idea of diverting 
a portion of the stomach in such a way that 
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the diverticulum, while not communicating 
with the general cavity of the stomach, yet did 
not have its nerve or blood supply interfered 
with. By this device he could study gastric 
secretion under the influence of nearly all the 
stimuli that normally obtain in promoting that 
function. Pawlow proved that simple me- 
chanical stimulation did not cause a_secre- 
tion of gastric juice, but of an alkaline mucus 
—in effect a protective secretion. He also 
showed that alkaline solutions instead of pro- 
moting the flow of gastric juice—as had for 
so long been believed and taught—in reality 
retarded it. I think this finding rather con- 
firms clinical conclusions in reference to the 
use of the alkalies as a promoter of stomach 
secretions. In old times, before stomach an- 
alyses were made, cases of high or low Hel 
secretions were not properly differentiated, 
and alkalies being helpful in many cases of 
stomach comfort 
and appearing to promote stomach digestion, 
it was concluded they were in effect stimulants 
to the flow of gastric juice. Clinically, while 
alkalies give relief from the symptoms of 
hyperchlohycria, I do not believe that the in- 
hibiting effect Pawlow has found is a very 
great factor in effecting a cure. Their value 
is chiefly to give temporary comfort. 
Pawlow’s most effective work was to pet on 
a rather solid basis of proof the various agen- 
cies that stimulate the flow of gastric juice. 
Under ordinary circumstances the secretion is 


largely a reflex act. Dogs were tested in va- 


rious ways, and it was found that the sight of 
food or its smell were sufficient to cause a 
ready flow, but that the secretion was best 
stimulated through the sense of taste and as a 
reflex from mastication, especially of foods 
that have some pleasant savor. 
secretion which Pawlow called the 


This reflex 
appetite 
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juice could be kept up rather indefinitely if 
the hunger of the dog was not appeased. He 
effected this by dividing the esophagus in the 
neck and drawing the distal end of the upper 
portion to the surface so that when the dog 
swallowed the food it would not reach his 
stomach. It was also noted that the secretion 
of the gastric juice would often continue much 
longer than the actual preserrce of the stim- 
ulus. Hornburg made similar experiments on 
a boy who had an esophageal stricture with 
a gastric fistula. He and others observed, too, 
that the mastication of rubber or other indif- 
ferent substance failed to excite the secretion. 
In fact, throughout these experiments it was 
noted that the savory quality of foods had a 
large influence on the amount of secretion. 
Hunger was always found to play an import- 
ant part. 

From these findings we get several sug- 
gestions of value in feeding—but they are for 
the most part things that we have known— 
simply put on a more rational basis. In the 
first place in so-called weak stomachs frequent 


feeding of small amounts is justified by Paw- 


low’s observation that in this way a large 
gross amount of secretion was secured in the 
24 hours. Delicate stomachs and poor diges- 
tion for all time been treated this way, but 
on the ground, I think, that a fuller meal over- 
taxed the stomach physically, or transcended 
its digestive power. Now we are taught that 
while small feedings are better, because larger 
ones may be rejected or give pain—they are 
also better because they promote a more con- 
tinued secretion. 

Pawlow’s experiments also confirm the ac- 
cepted opinion that foods that have a good 
relish are most easily digested—though we 
know, too, that there are some very marked 
exceptions to this rule and its too close appli- 
cation in practice would lead us into some bad 
mistakes, for the more savory foods, and those 
we like best, are not necessarily the most di- 
gestible. In fact, a food such as meat, may 
have a good taste and tend to promote secre- 


tion of hydrochloric acid, and yet its digestive 
requirements be much higher than milk, for 
instance—that to many people is insipid. But 
even the more bland foods such as milk and 
eggs can often be so prepared and served to a 
patient as to be appetizing, and thus offer a 
stimulus to stomach secretion. Apart from 
flavoring milk or cooking it with other food 
stuffs, it seems possible to promote its digesti- 
bility by such simple measures as sipping it or 
adding carbonated water. 

Again, the value of thorough mastication 
receives fresh support from the proved fact 
that mastication is an active agent in causing 
the secretion of the appetite juice. The relish 
cf foods and their thorough mastication are in 
this matter closely associated. Pawlow found, 
too, that the much declaimed against meat ex- 
tracts have their use, though their calorie 
value is very small, in the fact that they are 
often relished when the more insipid things 
are not, and they may prepare the stomach 
for digestion of less appetizing dishes by their 
stimulating effect on the secretion. The ser- 
vice they perform is a genuine one, but 
should not let us forget that they are not 
of much value as foods. The suggestions 
furnished, namely, frequent small feedings, 
appetizing foods, and thorough mastication 
apply to a rather large number of cases that 
might rather be called feeding cases than 
stomach cases—for the reason that the defi- 
cient secretion and deficient appetite are a re- 
sult of constitutional conditions such as can- 
cer, nephritis, anemia, tuberculosis, neuras- 
thenia, etc. I think it is rather rare that we 
find a deficient Hcl secretion except as a part 
of a more widely extended pathology—or at 
least a functional disturbance that applies to 
the stomach only as a part of the system. 
But the hope for improvement of many of 
these patients, _especially the t.aberculous, 
anemic, and neurasthenic lies in our success 
in giving them nourishment. As to the use 
of bitters, Pawlow approves them, but holds 
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Beside alkalies, to which I have referred, 
Pawlow observed that fats inhibited very dis- 
tinctly the secretion of Hcl, and when given 
with proteid were able to retard the digestion 
that they act only by improving the appe- 
tite. 
of the latter. Clinically, the disturbing effect 
that certain fats, especially meat fats, have on 
stomach digestion, is one of our commonest 
observations. Milk fat, butter, cheese, etc., re- 
tard much less. What light is thrown on the 
treatment of an over secretion of Hcl-hyper- 
chlorhydria? Understanding by this term, 
glass of milk or most any kind of food. They 
too, that there is not necessarily a high per- 
centage of the acid, but that the essential fac- 
tor is rather a hypersensitive mucous mem- 
brane and that the Hcl may be normal or even 
a little low. There are the patients that have 
pain when their stomach is empty—that get 
relief by water acting as a diluent, or by a 
have good digestion and a clean tongue. 
give them alkalies that neutralize, and accord- 
ing to Pawlow inhibit to some extent. Or we 
say take a glass of milk or water when pain 
comes on or eat a little of most anything. All 
of these give relief temporarily. From what 
I have said, however, frequent eating and hav- 
ing a tendency to keep up the secretion of Hel 
is contraindicated. Even water is said by 
Pawlow to act as a real stimulant to Hel se- 
cretion. The definite indications growing 
out of the foregoing statements would, in hy- 
perchlorhydria, be about as follows: 

Two or three full meals instead of frequent 
meals; these meals to be of the less savory 
foods and to contain a good proportion of 
fats; as much insipid stuff as can be used. As 
to meats: Proteid takes up a large per cent. 
of Hel, and is to that extent indicated, but as 
a well-known stimulant to secretion of Hel. it 
is contraindicated. Theoretically, large 
amounts of good steak and roast would seem 
to be bad, though in practice they are recom- 
mended by many specialists. Condiments and 
relishes are not to be used. Sweets inhibit 


We- 


Hcl. (Pawlow). This kind of diet would seem 
to meet the indications because it tends to 
rather lessen the amount of secretion, though 
clinicians vary very widely in their manage- 
ment of this functional disturbance. For the 
pain, alkalies to neutralize and water to di- 
lute. Incidentally, many of these patients are 
to some extent neurotics and treatment of that 
feature is called for. 

In addition to the gastric juice secret- 
ed in response to nervous stimuli there 
is a second secretion noted to occur 
when all connection of stomach with the cen- 
tral nervous system both by the pneumogas- 
tric and sympathetic is severed. It is proven, 
too, that this secretion is not due to mechan- 
ical irritation of food nor does it occur with 
a number of foods such as white of eggs, ° 
starch or bread, when they are introduced in- 
to the stomach, but does occur if they have 
been previously partly digested and then put 
into the stomach. But meat, meat extracts 
and milk and many other foods provoke this 
secretion when put into the stomach through a 
tube. It seems proven that this secretion does 
not occur as a purely local reflex by way of 
nerve plexuses in the gastric wall, and it is 
now accepted that meats, meat extracts and 
milk and other foods when first introduced, 
and others when partly digested contain cer- 
tain chemical substances that act on the mu- 
cous membrane of the pyloric area and pro- 


duce in this membrane a substance called 
gastric hormone or gastric secretin that  cir- 
culates in the blood stream, and when _ it 


reaches the gastric glands provokes the secre- 
tion. The formation of this secretory stimu- 
lant seems to be limited to the pyloric area. A 
similar hormone is formed in the intestine, 
causing pancreatic and biliary secretion. I 
cannot say that the discovery of this stimulus 
to secretion has given any suggestions as to 
the treatment of stomach diseases. Physio- 


logists, however, have become much interested 
in thiS essentially chemical relation of one or- 
gan or function to another and are inclined to 
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think that many of the so-called reflex inter- 
action and co-relation of certain body fune- 
tions will be ultimately explained on a chem- 
ical rather than a nervous basis. 

But recent work on stomach physiology has 
not been limited to studies in its secretion. The 
muscular movements of the organ depending 
on its anatomy and the function of its dif- 
ferent parts have come in for some interest- 
ing investigation. It has been known for a 
hundred years that the appearance of food in 
the pyloric area was different from that in the 
fundus, and that the intra-gastric pressure 
and muscular activity of the pylorus was 
greater than that of the fundus has also been 
known for a long time. Anatomically, there 
is known to be a difference not only in the 
glandular formation, but also in the muscula- 
ture of these two portions of the organ—des- 
ignating in a general way the right fourth as 
the pyloric portion, and the remainder — the 
fundus. But it is only very recently that the 
functions of the two portions have begun to 
be really understood. Much of the credit for 
clearing up this field is due to Cannon and his 
associates at Harvard University. Cannon, in 
collaboration with physiologists and surgeons, 
has done a large amount of work on the gas- 
tric and intestinal functions and his findings 
are quoted freely all over the world. 

The gastric movements have been studied 
by Cannon by feeding large amounts of bis- 
muth with the food, and then studying the 
shadow with a fluoroscope. He finds that the 
fundus of the stomach is in effect an adaptive 
reservoir for the reception of food; that the 
muscular wall of this portion keeps up a con- 
stant tonic pressure upon the ingested food 
mass; that at times it squeezes a portion from 
the surface of the mass into the pyloric por- 
tion, but that so-called peristaltic waves are 
not observed; that when a fresh bolus of food 
is swallowed it seeks the center of the mass; 
that as a result of the comparatively undis- 
turbed condition of the food after the end of 
the meal, and its not mixing with — gastric 


juice to any extent, starch digestion by virtue 
of the ptyalin of saliva keeps up for a long 
time. And here is furnished an additional 
demand for thorough mastication—namely, the 
better action of the ptyalin by its intimate mix- 
ing with the food. 

In the pyloric portion, pyloric mill, it has 
been callel—different doings are going on. 
Here it is we have vigorous, peristaltic ef- 
fort, by which food which has reached it is 
squeezed towards. the pylorus only to find it 
closed and then to be squirted back towards 
the fundus and then picked up and churned 
‘back and forth. During this process the food 
is thoroughly mixed with the gastric juice; 
proteid digestion is inaugurated and carried 
to a greater or less extent. Finally the pylo- 
rus relaxes and the partly digested food is 
passed into the duodenum. The vigorous ac- 
tion of the pyloric portion can make up to 
some extent for incomplete mastication, and it 
is thought that the greater frequency of ulcer 
and cancer in this portion is the direct result 
of traumatism, which such vigorous work nec- 
essarily subjects it to. In man it appears that 
the passing forward and squirting backward 
of the food occurs in waves about 20 seconds 
apart, and these can be heard by  ausculta- 
tion. It may be that this can be utilized in 
differentiating the stomach retention of defi- 
cient peristalsis from that of pyloric obstruc- 
tion—this, of course, before the vigorous 


_waves of the latter condition are visible to the 


eye. 

A natural query is, What is the stimulus on 
the stomach side to the relaxation of the 
pylorus? In all probability the pyloric clos- 
ure and opening is the result of the complex 
stimuli arising both from the stomach and in- 
testine. From the stomach side, Cannon 
teaches that it is the presence of free Hel that 
calls for pyloric relaxation; whereas the clos- 
ure is prompt when acid material reaches the 
duodenum—a kind of protective measure to 
lessen the influx of acid chyme into the bowel. 
When the acid mass in the duodenum is neu- 
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tralized there is probably in the normal digest- 
ive tract no further interference with the open- 
ing if the free Hel is present in the stomach. 
However, Cannon, Abbe and others have 
proven that after resection of the bowel the py- 
lorus will not relax even under vigorous py- 
loric peristalsis for several hours; indeed, in- 
terestingly near the time Abbe sets for a rath- 
er strong agglutination of the stitched bowel. 

sy means of his bismuth shadows, Cannon 
was able to study with ease the intervals after 
ingestion of different types of food before 
they began to leave the stomach. His ob- 
servations disclose just about what we shoul. 
expect, bearing in mind the influences that 
provoke Hel secretion and the varying Hel 
needs of the various foods. Carbohydrate 
was found to begin to leave the stomach in 
ten minutes and to progress rapidly. This 
kind of food calls for very little Hel, though 
it stimulates its flow to some extent, and as 
free Hel is present from the beginning, such 
food rapidly passes to the duodenum, its nor- 
mal place for digestion. It is said to be a 
custom with actors and public speakers to take 
chiefly carbohydrate before appearing on the 
stage. Nitrogenous food, especially some 
meats, stimulates Hel freely, but -it also re- 
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quires much Hel for combination; for this 


reason the presence of free Hel is delayed, 
and this kind of food leaves the stomach later 
than a meal of carbohydrate. The stomach is 
the natural place for meat digestion. 

Fatty foods, inhibiting to a great extent 
the gastric secretion, there is required some 
time for the presence of free Hel and fats 
were observed to leave the stomach very 
slowly. 

These observations can certainly be utilized 
in practical feeding—especially in cases when 
it may be well to give the stomach muscles a 
rest, or at least not to over-burden it. 

In conclusion, I may say that the old-time 
clinical observations that emotion retarded 
digestion, has had experimental confirmation. 
Cannon observed that a dog worried by a cat 
while eating gradually stopped secreting gas- 
tric juice. 
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GOITERS OF 


BY C. H. MAYO, A. M., M. 


One of the most interesting phases of the 
study of the function of the thyroid gland 
is its relation to the uterus and sexual pelvic 
organs in the female. 

The thyroid of the mother usually enlarges 


THE YOUNG. 
D., ROCHESTER, MINNESOTA 


and it is in such cases that occasionally mar- 
velous results are obtained by feeding thyroid. 

In the human embryo the ductless glands 
of the neck show very early. The thyroid 
glan: develops from three buds, the greater 


Fig. I. Case No. 21494. Cretin. Age 16—size of seven-year-old. 


to some extent during the latter part of preg- 
nancy, although excessive activity of the 


.gland can occur with but little enlargement. 


It rarely occurs that women become pregnant 
during the period of an excess of secretion, 
hyperthyroidism, or during the opposite con- 
dition, myxedema or hypothyroidism. 

Should the thyroid function be deficient 
in the infant at birth, the child fails to de- 
velop properly, either mentally or physically, 


portion being formed from the median one, 
which is situated between the lobes of the 
tongue, and from which the isthmus and 
greater portion of the lateral lobes are de- 
veloped. 

The lower poles are formed from buds 
originating in the fourth branchial groove. It 
is by anomalies of development that the 
median bud remains in the tongue as a lingual 
thyroid, or that accessory thyroids are formed 
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in these areas of development, and occasionally 
one or possibly two portions fail to unite 
with the others as they should at the seventh 
week of the embryo. Such a condition is 
common to the vertebrates, but unusual in the 
human. 

The thyroid gland varies in size and weight 
in the healthy adult from one to one and a 
half ounces. It is inclosed in a capsule which 
divides behind into three layers, one of which 


Fig. II. 


passes behind the esophagus, one between the 
esophagus and trachea and one encloses the 
posterior portion of the gland, fixing the 
structure to the trachea and the thyroid and 
croicoid cartilages. 

This capsule enclosing so many important 
structures as well as the gland, is the cause 
of many of the symptoms of goiter other 
than those of over-secretion. 

In the wonderful provision for a blood sup- 
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ply the thyroid bears out the present knowl- 
edge of the importance of this organ. The 
loss of both common carotids would still leave 
the inferior thyroids, while in many cases a 
fifth artery exists in the center below, arising 
from the arch of the aorta or from one of 
the common carotids. 

At present much attention is being paid 
to the para-thyroids in studying their func- 
tion, and,.in the surgical operations upon the 


Case No. 23184. Colloid Adenoma. Age 19. 


neck, it is imperative to see that they are 
not injured. It would appear from the 
irregularity of their location, their number 
and their blood supply, that nature had been 
extremely careless with these glands, or that 
we are mistaken in their importance. 

The cretin may have no apparent thyroid, 
or may have a very large goiter. Operations 
upon these tumors are indicated to remove a 
nuisance, and at times it becomes necessary 
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to relieve dysponea, but operation should not 
be expected to otherwise improve the condi- 
tion of cretinism. 

If the thyroid is enlarged in these cases it 
is usually of the fetal type; no lumen in the 
cells, no secretion, and plenty of connective 
tissue, or, with more cells, less connective 
tissue, and cystic degeneration of the whole. 
In normal thyroid the cells have matured and 


duration. Should flattening of the cells occur 
in those of the colloid type, there is a tendency 
toward myxedema. 

Encapsulated adenoma may be seen, or 
rounded tumors occupying a part or the whole 
of the lobe. Often, by growth within the true 
capsule of the gland, these tumors develop 
to a great size and undergo partial or com- 
plete cystic degeneration. Such tumors are 
best ennucleated. 


Fig. III. Case No. 24394. Exophthalmic goiter without eye symptoms. Age 18. 


lined the vesicles, and opened a central space 
between them for secretion. 

Simple or colloid goiter, or diffused ade- 
noma is that condition in which the central 
space between the cells is greatly enlarged 
and retains a stainable colloid. If the colloid 
is granular with recent degeneration of cells, 
we may have symptoms of hyperthyroidism, 
the type of exophthalmic goiter which de- 
velops in those with goiter of some years’ 


The usual exophthalmic goiter shows a 
wonderful hypertrophy of cells with less col- 
loid, at least in the active areas. Excluding 
infection and malignancy all goiters come 
under one of these types. 

The simple enlargement of the gland in 
girls at puberty is a fairly normal condition 
and indicates that menstruation is becoming 
established. 

In some cases there may be signs of hyper- 


| 
i 
| 
> 
rh 
Bt 
| 
ee 
i, 
id) 
4 ' 
| 
4 
j 
i. 
| 
i 


MAYO: GOITERS 


secretion at irregular intervals, occasionally 
amounting to mild exophthalmic goiter with- 
out proptosis. These cases seldom require 
any active medication or special treatment 
other than hygenic, as most of them recover 
within a period of months or a few years at 
most. 

It is but rarely that colloid or diffuse 
adenomatous goiter in the young become so 
resistant to treatment, or so annoying to pres- 
sure symptoms that extirpation or resection 
of a portion of the gland is necessary, 
although it may be advisable. At times, how- 


ever, during this period, an encapsulated 
adenoma may develop into a rounded tumor 
occupying some part of the 
tumors are best removed. 
Most physicians have a remedy for the cure 
of such goiters, and these remedies run from 


gland. Such 
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amber beads up, externally, with some form 
of iodine internally. Others lay great stress 
upon a special diet. We prefer some form 
of iodine internally with intermittant exter- 
nal irritation over the gland. 

Exophthalmic goiter in the young is a most 
serious condition. It may appear at a very 
early age; we have had a marked case begin- 
ning at the age of five years, and operated 
upon at seven, with great benefit. 

The usual age in which hyperthyroidism de- 
velops in the young, is between sixteen and 
nineteen years. In such cases some form of 
medical treatment should be instituted to im- 
prove the con‘ition, but should not be per- 
sisted i, when ineffectual, until surgical treaz- 
ment must assume the burden of a mortality 
which, from the delay and consequent terminal 
degenerations, should be in part medical. 
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SOME REMOTE SYMPTOMS AND EFFECTS OF CHOLECYSTITIS. 


BY A. MORGAN CARTLEDGE., M.D., LOUISVILLE, KY. 


I have been greatly impressed for many 
years with the pathological changes occurring 
in the various tissues and organs of the body 
as the result of chronic inflammatory disease 
of the gall bladder or ducts. As the result 
of much clinical work and many observations, 
the diagnosis of gall bladder disease has been 
greatly elucidated, yet, I feel that there is 
much to be learned along diagnostic lines by 


a closer study of the remote effects of disease 


in the gall bladder and ducts. 

It will be the object of this communication 
to call attention to the remote effects of 
cholecystitis, and the tremendous bearing this 
disease has as a causative factor in destruc- 
tive disease of other and more important or- 
gans. There is a great paucity of literature 
upon this subject, and, like many other phases 
of modern pathology remained for the modern 
abdominal surgeon to clear up and establish as 
the result of his daily work and observations. 
It was my fortune to become identified with a 
not inconsiderable number of gall bladder 
cases early in my professional work, and have 
been observing with the greatest interest the 
effects of gall bladder disease upon the heart 
and kidneys, especially the latter. Years ago 
I was impressed by the fact that practicaily 
all the gall stone cases gave albumen reactions 


in the urine and more or less casts. This was 


a source of great anxiety to me, until I learned 
that the kidney changes, promptly disappeared 
after operation in all except the more aggra- 
vated or very long-standing cases. 

As early as 1896, I observed and called 
attention in a paper read before one of our 
local societies to the great prevalence of car- 
diac changes in cholecystitis. These at the 
time were considered the result of bile circu- 
lating in the blood and the functional manifes- 
tations so common as the result of a sympa- 


thetic reflex through the pneumogastric. I 
now have every reason to believe that most 
of the cardiac symptoms and changes found 
in gall bladder disease is secondary to the 
renal changes produced by the elimination of 
irritating substances in biliary infections. 
However, I am not sure that all the changes 
in the heart are caused in this way. The 
number of endocardial changes in chronic 
biliary infection are too pronounced to be 
coincidental, and the long-continued, though 
slight, amount of bile circulating in the blood 
undergoes such chemic changes as to produce 
endocardial proliferations and finally interfer- 
ence with consistent valve action. 

There is no literature directly on the sub- 
ject as far as I have been able to learn. The 
following points are in the nature of side 
lights and may be interpreted as bearing in 
some way on the subject. I am sorry that 
the time is so short that we cannot make some 
laboratory experiments upon the subject. 


ANALOGIES. 


(a) Nephritis is a constant complication of 
diphtheria. It has been experimentally pro- 
duced in guinea pigs by inoculating them with 
the toxines of diphtheria. (Osler, Infectious 


Diseases, page 414.) 


(b) Nephritis occurs in acute rheumatism. 
The diplococcus is freely excreted in the 
urine of persons suffering with acute rheu- 
matic pericarditis. Nephritis may be pro- 
duced artificially in rabbits and cats by the 
inoculation with the diplococcus, as observed 
by Pain, Osler and Vernon Shaw. (See Osler, 
page 701.) 

(c) Kidney complications occurred in six, 
in a series of 1674 cases of erysipelas. 


(d) Typhoid fever, typhus fever, small- 
pox, and lobar pneumonia. 


From these facts it is not unreasonable to 
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suppose that the same complications may fol- 
low cholecystitis. 


The Role of the Bile. 
Composition of the Bile: 
Water 

Mucous and pigment 
Glycolate of sodium 
Taurocholate of sodium 


Bile absorbed by the Lymphatics gets into 
the circulation where it undergoes uncertain 
chemical changes, which result in the forma- 
tion of tox-albumins. The symptomatic ef- 
fect of this is to produce slow pulse, slow res- 
piration, low temperature, irritation of the 
skin, lassitude, headache and coma. Is it then 
possible for the delicate renal mechanism to 
escape? 

When the liver is altered, the extractive 
matters accumulate in the blood. Biliary albu- 


mens may produce the following effects: 


(a) Alteration of fixed kidney cells. 
(b) Reflex vascular disturbances. 
(c) Exudation and diapedesis. 


Microbic poisons are albumenoid while cir- 
culating in the blood, but in the urine they 
are alkaloid. May it not be the function of 
the kidney under these conditions to break up 
the complex albumenoid molecules and con- 
vert them into alkaloids? Now should an or- 
ganic radicle be replaced by an H atom, a 
poison is produced. (Roger, page 133.) 

The chemical composition of bilirubin is 
C-16, H-18, N-2, O-3. Bilifuchsin is: C-16, 
H-20, O-4. Biliprasin is: C-16, H-22, N-2, 
O-6. These organic radicles combined with 
Ca form biliary calculi, but if one of these 
radicles should be replaced with an H atom, a 
poison is formed. Example: Nascent H con- 
verts bilirubin into C-32, H-44, N-4, O-7 
(Orobilin), or in the feces, stercobilin. 
Taurocholic acid is an example of the sub- 
stitution of an organic radicle by an H element: 
H? Ht SO? C’ (Bartlett, Organic Chemistry). 


Musser says that albumen can almost al- 
ways be found in the urine in cases of infect- 
ed gall bladder. 

Cases of acute infectious icterus of a benign 
form have long been recognized and epi- 
demics described by French observers, and by 
Weiss in ’66. 

In 1886 Weil emphasized the acute onset, 
extremem development of jaundice, tender 
and enlarged spleen and accompanying nephri- 
tis. 

Jaeger described a baccillus of the proteus 
group as the pathogenic factor in a garrison 
epidemic at Ulm, in 1892. He named it the 
bacillus proteus fluorescens. 

“In infectious icterus the kidneys show a 
diffuse tubular nephritis.’—Weil. “The al- 
buminuria is usually of a considerable grade 
and hyaline and granular casts are present 
in large numbers. The urine also contains 
bile pigments and sometimes red blood cells.” 
—Weil. “The nephritis gradually clears up.” 
The tendency to hemorrhage from the various 
organs and mucous membranes of the body 
has long been noted as a result of long exist- 
ing icterus. This is evidently twofold in its 
nature, occurring from the operative wound 
as it sometimes does, the elemeut of mucus 
admixture which retards coagulation, is a fac- 
tor. But the altered blood vessels and circu- 
latory stasis is no doubt the chiefest cause. 
Short of pronounced jaundice there is a tend- 
ency to bleed freely from mucous membranes 
in chronic catarrhal disease of the gall bladder. 
I have been able to establish a clear relation- 
ship between gall stones and menorrhagia 
where a thorough examination fails to reveal 
a local source of an existing menorrhagia, I 
strongly suspect a lesion of the gall bladder, 
probably calculi. 

Very slight, I may say imperceptible, in- 
crease in the absorption of bile will increase 
the normal menstrual flow. In my experience 
it requires rather aggravated icterus to give 
rise to kidney hemorrhage. In the aggregate, 
symptoms caused by the circulation of bile 
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in the blood we have the clinical picture of 
so-called biliousness of the ancient authors, 
and of the laity today, viz, headache, drowsi- 
ness, fatigue, furred tongue, neuralgia, cold 
feet and constipation. This combination of 
symptoms really toxic in character, has the 
greatest significance for the surgeon or in- 
ternist. What biliousness, so-called? 
Simply the retention in the blood of toxic sub- 
stances of varied origin. It has no conrec- 
tion with the liver proper, but it is an evi- 
dence of trouble in the biliary passages or gall 
bladder, viz: absorption of bile from impeded 
outlet, this absorbed bile in turn irritating the 
kidneys which interferes with the elimination 
of important toxic principles from the blood. 
These toxic principles being the ordinary ones 
eliminated by normal kidneys, plus those 
added by the bile, directly and indirectly, for 
indirectly we have many stercoraceous fer- 
ments formed, the absorption of which still 
further hampers the kidneys. Where the 
ancient portion of calomel relieves in part this 
condition, it does so by removing part of the 
intestinal ferments and indirectly lessening the. 
burdened kidney, also directly by increasing 
the kidney action. The logical deduction 
from the premise, which practical experience 
abundantly proves is that recurrent bilious- 
ness, so-called, is a positive indication of gall 
bladder disease, most likely extending to the 
ducts. 

What we want for a time is less about 
cholelithiasis and more about chronic chol- 
ecystitis and cholangitis; these are, in my 
judgment, as numerous as where calculi form, 
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and between the two, what a startling chapter 
figure it makes in human pathology! I dislike 
to appear to speak immodestly, but truthfully 
I do not believe the half has been told. Four- 
teen years and one month ago it was my privi- 
lege to state, at the meeting of this society, in 
this city, that, “We should consider any ap- 
pendix once so affected as to deserve the 
name of appendicitis whether from tubercle 
or trauma (enterolith), a lastingly diseased 
structure; and fancied cures, but quiescent 
state the result of very easily recognized con- 
ditions.” These views were considered too 
radical that day. I venture to say the same of 
inflammatory disease of the gall bladder and 
ducts today. If I can be cured of infections 
of the gall bladder and calculi by medicinal 
agents, I don’t want to be cured that way. I 
want the gall bladder and ducts drained so as 
to get a lasting cure. I would wish to avoid 
cardiac and renal changes which are inevitable 
and finally fatal. 

The internist should take a large pencil and 
score down syphilis, alcohol and rheumatism 
as causes of Bright’s disease, and raise chronic 
infections of the gall bladder from chole- 
lithiasis and other causes to first place. 

The recurring bilious, and families with 
inherited liver disease, headache and malaria, 
should have a simple cholecystotomy and 
drainage. Likewise the dejected and melan- 
cholic. In addition to the usual symptoms of 
gall bladder disease many valuable diagnostic 
signs can be found in the enormous category 
of remote symptoms and effects. 
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WHAT WE SHOULD KNOW ABOUT MALARIAL DISEASE. 


WILLIAM KRAUSS, M.D. 
(Professor of Pathology and Tropical Medicine, College of Physicians and Surgeons, 
Memphis, Tenn. ) 


Malarial disease is an infection* of the red 
blood corpuscles with one or more species of a 
hematozoon officially known as the plasimo- 
dium. Three species are known: .p. vivax, 
which causes the “benign” tertian f2ver with 
its modifications ; p. malariae, which. maturing 
in 72 hours, produces (when in single broods ) 
quartan paroxysms (plasmodium malariae is 
the parasite of quartan fever only and _ the 
name should not be in a generic sense); p. 
precox occasions the various types of fever 


grouped under the head of estivo-autumnal by 
Marchiafava and Celli (piccoli plasmodi). Ca- 
nalis as early as 1889 called attention to two 
types, one maturing in 24 hours, the other in 


36-48 hours. Grassi and Feletti, and Manna- 
berg, and, later, in this country, Craig, insist 
upon a differentiation of species for these 
types, but it is more likely that they are merely 
differences in strain or environment. For in- 
stance, the p. immaculatum segments before it 
has reached half the size of the containing red 
blood corpuscle, resulting in at most 6 or 8 
segments, and before an appreciable amount of 
melanin could have been metabolized ; its cres- 
cents, developing more slowly, always have 
the characteristic ring of pigment. The pig- 
mented quotidian p. precox is so generally as- 
sociated with the unpigmented that it would 
be more than a coincidence to have this double 
infection so constant. The malignant, trop- 
ical or estivo-autumnal tertian, Laverania (or- 
der of crescents, Grassi and Feletti), matures 
in about 48 hours, but the broods group so 
diffusely that clinically it has been recognized 
as the parasite of the irregular fevers. The 
clinical types are the malignant tertian, remit- 
tent and continued fevers. All estivo-autum- 


nal parasites have crescents as “resting” forms, 
and the official name of the species for all 
three is p..precox. 

CrinicaL Types. Single groups of vivar 
produce fever paroxysms lasting approximate- 
ly 11 hours, according to the temperature 
chart, not the statement of the patient, about 
every 48 hours, usually beginning in the fore- 
noon. Thus, a chill may come at 10 a. m. 
on Monday and another at from 9 to 11 on 
Wednesday. Two groups, maturing on al- 
ternate days, give us quotidian paroxysms, 
and we say we have quotidian tertian, or dou- 
ble tertian; the time of appearance of the al- 
ternate paroxysms need not correspond to the 
time of the primary group. Thus, we may 
have a chill at 10 a. m. on Monday, one at 1 
p. m. on Tuesday, one at 10 on Wednesday, 
one at 1 p. m. on Thursday, etc. If the two 
groups are only half a day apart we can have 
two paroxysms on Monday, none on Tuesday, 
two on Wednesday, etc. This is double quo- 
tidian tertian. Triple tertian gives us two 
paroxysms Monday, one on Tuesday, etc. Two 
or three cases of quadruple tertian are on rec- 
ord, but it is more usual for multiple groups to 
mature diffusely, giving us tertian remittent 
and continued fever; rarely, we have symp- 
toms of perniciousness due to this parasite. 
The word tertian is used both for periodicity 
and species ; hence it should be qualified, e. g., 
benign tertian, malignant or tropical tertian ; 
the former is due to the tertian parasite (p. 
vivax), the latter to the estivo-autumnal para- 
site (p. precox, var. Laverania). 

Single groups of the quartan parasite (p. 
malariae) produce 10-11 hour paroxysms 
about every 72 hours. Two groups give, for 


* For animal parasites the term “infestation” should be used. It is as yet not generally applied to blood parasites, only to 


intestinal. 
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example, a paroxysm on Monday, one on 
Tuesday, none on Wednesday, one each on 
Thursday and Friday. This is double quar- 
tan. Three groups fill in all the days, hence 
we speak of it as quotidian quartan ; it is most 
generally designated as triple quartan. Infec- 
tion with the quartan ‘parasite may give rise 
to indefinite clinical types. It rarely goes into 
the resting stage and may persist for years. 
Quartan infection is most difficult to eradicate, 
although yielding readily (symptomatically ) 
to small doses of quinine. If in double quar- 
tan we have the history only of the paroxysms 
on Tuesday and Thursday we may think we 
are dealing with the tertian parasite—or if we 
see the case on Friday we may be deceived into 
believing that we are dealing with a tertian 
which has just become “double” ; or, the alter- 
nate group may have only just become massive 
enough to begin to show on Thursday. Thus, 
in a variety of ways we can be deceived by a 
quartan infection. The diagnosis is important 
because it calls for more persistent treatment ; 
it can only be made by examining the blood. I 
have a number of times fallen heir to cases 
‘of quartan infection because the first physi- 
cian allowed too many relapses to occur. 

To recapitulate, the estivo-autumnal para- 
site gives us quotidian paroxysms by maturing 
precociously ; double malignant tertian cannot 
cause quotidian fever, because the duration of 
the paroxysm is so long that two groups give 
us remittent fever, the rise due to the second 
group intercepting the fall of the first. The 
quotidian estivo-autumnal fever, then, is due 
to single groups of parasites having a 24-hour 
cycle ; quotidian tertian is due to two groups of 
the benign tertian parasite (having a 48-hour 
cycle) maturing on alternate days; quotidian 
quartan fever is due to three groups of (72- 
hour cycle) quartan parasites, maturing 24 
hours (or nearly) apart. Tertian fevers, as 
we have seen, may be caused by any of the 
three species, typical tertian intermittents be- 
ing in the vast majority of cases due to p. 
vivax. Malignant tertian, from the p. precox 


(48-hour type) is characterized by a longer 
duration of the fever, a lower and broken fe- 
ver apex, and rarely exists in the pure form, 
since the groups tend to brood diffusely, some 
maturing in 36 hours, others not under 50 
hours; this finds clinical expression in remit- 
tent fever, with perhaps an indistinct second 
and rarely a third chill; it is most often con- 
founded with typhoid fever. The tongue, the 
facies, the belly, the complexion, the leaky skin 
at times, the restlessness and pains, ought to 
put the clinician on his guard and not let his 
malarial patient get into a “typhoid” state or 
lapse into perniciousness. In either case there is 
apt to be diarrhea, gurgling, or even hemor- 
rhage. Pernicious fever may come from all 
three species. Thus we see that, except when 
we have frank, single-group intermittents, we 
cannot undertake to differentiate species from 
clinical symptoms. 

A few words as to perniciousness. This is 
most often due to 24-hour types of estivo-au- 
tumnal parasites. In the peripheral blood 
these appear only as small, very delicate, sym- 
metric rings. Others of the brood may have 


‘become crescents; extremely rarely we may 


find segmenting bodies, from which we can 
differentiate types ; six to eight segments speak 
for the quotidian, whilst malignant tertian may 
divide into as many as thirty (I have one prep- 
aration showing 28 segments). Brood-con- 
taining corpuscles are apt to become impacted 
in capillary vessels, producing emboli, which 
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in turn filter back great numbers in localized 
areas, nearly always in certain organs or 
groups of organs. According to localization 
we have cerebral (comatose, etc.), pulmonic, 
gastralgic, choleraic, neuritic, diaphoretic and 
other types of pernicious fever. Hemorrhage 
is but an incident and does not justify a sep- 
arate type. Likewise, hemoglobinuria is due 
to death of plasmodia en masse with libera- 
tion of endocellular hemolysin, is a remote 
event, does not attack new-comers, is not nec- 
essarily embolic, and has no place in the group 
of perniciosae. Pernicious fever usually de- 
velops gradually but it is not very rare to have 
a pernicious first paroxysm. 

Latent and larvate malaria. Since the in- 
troduction of precision in blood examination 
one hears very little of larvate malaria. Cases 
of periodic neuralgia, urticaria, and a great va- 
riety of periodic symptom-groups are now 


probably less often ascribed to malarial infec- 


tion than is really the case. Those who ex- 
amine blood probably err on the other side, 
whilst those who are in the habit of treating 
malaria symptomatically may treat frontal 
sinusitis, etc., for malarial neuralgia. As to 
latent malaria, it is unfortunately still the prac- 


\ 


Figure II. 


tice to ascribe almost every kind of chronic 
ailment to “a touch of malaria.” I have had 
cases referred to me as “malaria in the sys- 
tem” that had reached the point of incura- 
bility and whose real condition should have 
been long ago recognized, viz: visceral ma- 
lignancy, gall bladder disease, abscess of the 
liver, miliary tuberculosis, latent sepsis, dys- 
entery, uncinariasis, Banti’s disease, malignant 
endocarditis, syphilitic fever, etc. 

Persons who have been residents of mala- 
rious districts may acquire a relative immunity 
and harbor malaria parasites without having 
symptoms or at least without having fever. It 
is quite common for such persons to have 
“resting bodies,” which are the gamete or sex- 
ual forms of the beginning of the long or 
mosquito cycle. Only persons harboring this 
phase of the organism can transmit the in- 
fection to mosquitoes, and this is most often 
the case with those up and walking about. 
Such persons are a menace to the community, 
and they may infect mosquitoes in their own 
environment, and become re-inoculated with 
active malaria. Such an event occurring in a 
refugee into anopheles territory may wonder — 
where his fever came from, since he fancies 
he has just run away from it, yet he has ac- 
tually started a focus. This responsibility of 
a malaria-infected individual should te ex- 
plained to him, and the physician himself 
should never forget to be alive to his duty in 
such cases and insist upon having the patient 
remain under treatment. This is the more im- 
portant since resting bodies are absolutely re- 
fractory to quinine and their appearance must 
be prevented. 

Dracnosis. This is said to be accomplished 
by the clinical symptoms, the temperature 
chart, and the examination of the blood. For 
ideal work it is not only necessary to recog- 
nize the parasites but also the species, since 
the treatment and prognosis then become more 
precise. We have already alluded to the fal- 
lacies of the clinical symptoms. The thera- 
peutic test, especially in cases of sepsis, is 
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worse than useless. Latent malaria may be- 
come active when some condition lowering re- 
sistance, such as shock, bad hygiene, injury, 
the puerperium, and surgical operations, inter- 
venes. This is the source of our drinking water 
malaria, watermelon malaria, etc. Now, if a 
puerpera has a chill, followed by fever, and 
quinine is given, either its oxytucic power or 
accident may cause the expulsion of a septic 
clot, and a case of “malaria” has been cured. 
The, matter is more complex if a pus focus 
evacuates after a dose of quinine and the 
fever falls. Here the fancied security of hav- 
ing aborted an attack of malaria may lead to 
serious complications. We see it stated as 
axiomatic that leucocytosis is positive evidence 
against malaria. This is wrong. Malarial 
leucocytosis as a rule is low but exceptionally, 
especially the vaso-motor kind of pernicious 
and hemoglobinuric forms, may be very high. 
The relative increase of large mononuclears 
here becomes diagnostic in case of failure to 
find the parasites. In the presence of a 
leucocytosis, the increase in large mononuclears 
only becomes apparent if we make both abso- 
lute and differential counts, and then calculate 
the absolute number of each variety. It is 
then possible to tell malarial variation even if 
only four or five per cent. of the leucocytes 
are mononuclears. Whilst the normal number 
is about 300 per cm. (which rarely quite 
doubles during a septic leucocytosis) we find 
in malaria, in any stage, as many as 800 to 
1,000 per cm. Then, too, there is the quinin 
leucocytosis, coal tar and bath leucocytosis, 
which is so generally overlooked. The normal 
fasting blood rarely contains over 6,500 
leucocytes. If we take the sample with due ge- 
gard for the conditions normally influencing 
leucocyte movement we can get far more in- 
formation from the study of the leucocytes 
than is ordinarily the case. 

Whilst clinical symptoms and quinin test are 
not to be relegated entirely, especially by those 
with no great experience in malaria blood 
work, it is quite the practice to persist in the 


exhibition of toxic doses of quinin long after 
the astute clinician should be aware that he 
is dealing with some other fever. On the 
other hand, certain types of malaria are in- 
credibly refractory to quinin—sometimes be- 
cause the criterion used is “cinchonism,” which 
in some persons develops after very small doses 
or very little absorption. With the addition of 
suitable correctives larger doses can be 
borne. 

No one should attempt to examine blood for 
malaria unless he has studiously practiced 
some approved method and found it reliable 
and himself competent. Unfortunately, none 
of the ready-made stock stains can be depended 
upon. Many are faulty even before they are 
sent out, and all of them deteriorate sooner or 
later, and sometimes quite suddenly. The most 
important thing to learn about blood stains is 
to know when a film is improperly stained and 
to be able to differentiate faults of technic from 
those of deteriorated stain. All the one-solu- 
tion stains, whether Goldhorn’s, Leishman’s, 
Wright’s, Hastings’, Giemsa’s, etc., tend to 
lose titer and become acid, only the eosin tak- 
ing hold. Another mistake commonly made is 
to use them all alike, whereas each author's 
method must be strictly followed with his own 
stain. After considerable experience in teach- 
ing students and practitioners I have evolved 
a method which comes nearer being automatic 
than any other I have ever read or heard of, 
and I have tried scores of them. The method 
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Figure III. 


is more suitable for malaria than for leuco- 
cytes; even here it is superior for all except 
basophiles, which have no practical significance 
anyway. It should be added that neither 
Ehrlich’s nor Jenner’s stain have any place in 
malaria work. Of the one-solution stains I 
prefer a fresh home-made Goldhorn, Hastings 
or Wright in the order given; one and one- 
half grains of the powder is dissolved in an 
ounce of freshly redistilled methyl alcohol and 
the solution kept in a cork-stoppered bottle 
and never removed except by pouring from the 
bottle. Making up more than this is waste, as 
it will not keep. 


THE AUTHOR'S METHOD. 


Provide a cork-stoppered homeopathic vial 
containing absolute alcohol. Drive the butt 
end of a steel pen firmly into the under sur- 
face of the cork and break off one nib of the 
pen; when the bottle is corked, the pen point 
becomes sterilized. (Fig. 1.) 

Next, have a supply of microscope slides, a 
50 cc. bottle of absolute alcohol, a number of 
pieces of plain gauze, napkin size, as used in 
throat practice. Now proceed as follows: 

1. Wash the hands and rub off with 
alcohol. 

2. Prepare six slides by wiping them first 
with alcohol, then with dry gauze. 

3. Seated on the right of the patient, fac- 
ing in the opposite direction, grasp the lobule 
of the patient’s right ear between the thumb 
and index finger of the left hand so as to 
cause turgescence; rub it briskly with a wisp 
of gauze dampened—not  saturated—with 
alcohol. 

4. Plunge the pen into the presenting end 
of the lobule with a quick stroke to the depth 
of 3 mm. (% inch). 

5. Squeeze very gently and wipe off the 
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first drop—the next will flow more freely—let 
it collect in a small, globular, not flat, drop on 
the surface. 

6. With the right hand pick up one of the 
slides, lower its distal end on the index finger 
of your left hand, as shown in thé illustration 
(Fig. 2), then depress the proximal end of 
the slide until the apex of the.drop is just 
touched, taking on no more than the size of a 
typewritten “O.” Under circumstances 
compress or blot the drop. 

7. By pronating the right hand, the slide is 
tilted upside down toward the operator, taken 
into the left hand, the drop being now on the 
upper surface of the slide close to the grasp- 
ing thumb. 

8. With the right hand a second slide is 
now taken up, its lateral edge placed trans- 
versely to the surface of the first slide and 
proximally to the drop, tilted forward at an 
angle to suit the operator (about 45 degrees) 
and gently and very slowly swept across the 
blood, so as to distribute it over the surface, 
resting a moment on the drop to allow the 
blood to spread laterally. 

9. Fan the filmed slide rapidly in the air 
until dry. The remainder of the slides are 
filmed in the same way, wiping off the bleed- 
ing point and extruding a fresh drop before 
each smear. 

It is best to practice on a willing victim, at 
first without drawing blood to get the drill, 
then with blood to learn how to get good 
spreads. It can also be practiced before a 
mirror with blood from one’s own ear. The 
mastering of this technic is important because 
it enables one to send blood to the laboratory 
if,not prepared to examine it. Scrupulous 
cléanliness, some deftness and speed, absence 
of dust and air currents and strict adherence 
to directions are necessary for success. 

Flies will quickly eat off dried blood if 
allowed access. 

Smearing with a needle, cigarette paper or 
by pushing the slide in advance of the blood 
or by holding it lengthwise or making the film 


q 
e 
ii 
Figure IV. 44 


30 SOUTHERN MEDICAL JOURNAL. 


on cover glasses need only to be mentioned 
as ways not to do it. The above method leaves 
all the elements undamaged on one filin. It 
distributes the leucocytes ideally for differen- 
tial counting; at the lateral fringe they are 
massed in proper proportion; at the terminal 
fringe the largest elements are collected, 
enabling one to judge marked relative increases 
of large mononuclear cells off-hand. Cres- 
cents and segmenting bodies also group here. 


STAINING OF THE FILM: I.—EQUIPMENT FOR 
BLOOD WORK. 

1. A table before a window facing north, 
to eliminate the direct rays of the sun. 

2. A sink or washstand close by, over 
which is a rack for the stains. 

3. A standard microscope with triple nose- 
piece, Abbe condenser, a good 2 mm. immer- 
sion lens with wide angle and good penetra- 
tion, even if at expense of flatness of field, the 
usual 4 and 16 mm. dry objectives, a one-inch 
eye piece and mechanical stage. 

4. A urine centrifuge with one graduated 
tube (Fig. 3) and Author’s slide drying head 
which is exchangeable for the tube carrier 
(Fig. 4). 

5. Several 30 cc. pipet bottles (Fig. 5). The 
ground “stopper” surface should be well 
paraffined. 


6. Slides, coverglasses (square), forceps, . 


test tubes, filter paper, litmus paper, distilled 
water, etc. 

7. Two Pasteur-Petri 
diameter. 

8. One gram Azur IT. Gruebler, dry. 

9. Ten grams eosin, water-soluble, yellow- 
ish, dry (Gruebler). 

10. A one per cent. solution tannin contain- 
ing a few drops of chloroform. 

II. 500 cc. Merck’s guaranteed methyl 
alcohol. Commercial wood alcohol redistiiled 
over caustic potash will answer. 

12. 100 cc. C. P. Aceton. This removes 
precipitates from stained slides and is useful 
for final washing of blood pipettes. 


dishes, 100 mm. 


II.— METHOD. 


Make up 25 cc. one per cent. solution of 
II. in distilled water and 25 cc. aqueous eosin 
solution, add a few drops chloroform to each 
and keep in dropping bottles; select two de- 
livering the same number of drops per cc. 

1. Flood blood slide with methyl alcohol 
for one minute, during which time it must be 
covered by the bottom half of a Petri dish to 
prevent evaporation. For this purpose it is 
convenient to have a slip of thick glass, smaller 
than the slide, cemented on a small square of 
window glass. The slide is laid on this, the 
alcohol poured on and the cover placed over 
it; in this way the draining off of the alcohol 
is minimized, 

2. While the slide is “fixing,” measure 7 cc. 
distilled water in the graduated centrifuge 
tube, drop in exactly four drops of the eosin 
solution, shake, drop in six drops of the azure, 
shake again, and pour into the lid of the Petri 
dish. Into this place the still wet slide (in- 
verted), letting one end rest on the edge. The 
staining solution will just cover the blood 
smear; it is left on for exactly five minutes. 
Remove, rinse rapidly in a glass of water and 
immediately dry on the centrifuge. 

The slide can now be examined dry under 
the low power to see if the nuclei of the white 
cells are stained very deeply. If this is not 


q 
| 
yg 
— 
i 
Figure V. 


the case the amount of blue in the mixture 
was insufficient or the methyl alcohol was ae:.4 
The correct quantity of blue can be judged by 
examining the mixture in the dish immediately 
after it is made over a white surface, when the 
mixture must be quite blue. If the nuclei have 
been found too pale, the film is stained as be- 
fore, using one drop less eosin. Old films are 
apt to come up too blue; this can be reduced 
after drying by pouring on tannin solution and 
immediately rinsing off with water, and dry- 
ing on the centrifuge. Precipitates can be re- 
moved by wiping the dry slide with a pledget 
of cotton dripping wet with pure aceton; it 
will exaporate at once. This cotton must 
never be used a second time, because it rapidly 
absorbs water. 

Slides must never be dried with blotting 
paper or by heat nor allowed to dry spon- 
taneously ; in the absence of a centrifuge they 
must be waved in the air until dry. 

A good field is now selected under a low 
power and a drop of immersion oil placed on 
it, then the film searched with the 2 mm. objec- 
tive without a coverglass. If the slide is to be 
preserved, a coverglass is put on without 
balsam, using more oil if necessary. (Canada 
balsam is acid and soon bleaches the film.) 


III.—THE APPEARANCE OF THE SPECIMEN. 


The red cells are orange to pink, but if 
slightly grayish, it is a good fault. The 
lymphocytes have a partridge blue cytoplasm 
and a purple nucleus. The neutrophiles will 
be pale pink or heliotrope, showing purple 
neutrophile granules, the nuclei deep violet. 
The large mononuclear cells have a pale blue 
cytoplasm, a rather light-colored nucleus and 
a few deep purple perinuclear granules. The 
platelettes are heliotrope with deep purple 
nuclei; often one or more are found within 
a red cell and mistaken for malaria parasites. 
These latter are never any color but pale blue, 
the denser portions deep sky-blue; their 
chromatin is carmin-red and is the only ele- 
ment taking this color. By this means they 


transparency. 
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can be positively identified. Unless the normal 
elements take on the colors specified we can 
not be sure of having stained the plasmodia. 
Just before the paroxysm and in the early 
hours of the fever it may take an hour to find 
a single one. After twelve hours they become 
quite numerous and are usually easily found. 
Quartans are found in every stage; estivo- 
autumnals brood diffusely and small rings are 
generally found if careful search is made, 
although most numerous during the remis- 
sion. 
IV.—APPEARANCE OF THE PLASMODIA. 

The youngest forms of the parasite are dif- 
ferentiated by the beginner with difficulty. 
They appear of pale blue rings one-fourth the 
size of the containing cell and in the begin- 
ning may be at the edge; they enclose an 
achromatic zone, at one pole of which a minute 
dot of a carmin-red color can be seen. The 
quartan is the most compact and dense of tie 
three, the estivo-autumnal the most delicate 
and pale. In the latter it soon divides and 
spreads around the ring, forming a horseshoe ; 
this is absolutely characteristic. The tertian 
rapidly becomes varicose and filamentous; if 
the film has been dried rapidly, the most deli- 
cate lace-work results; at least one pigment 
granule appears within the thickened blue cyto- 
plasm before the chromatin divides, which it 
does completely, into round granules, except 
when very filamentous. The quartan is deep 
blue in all stages, attains no growth under 18 
hours, shows black, coarse pigment early, tends 
to spread across the cell in a broad ribbon, 
the chromatin divides late and slowly. The 
estivo-autumnal parasite retains its slender 
ring shape until it is quite large, forms pig- 
ment late and only slightly if at all, and which 
clumps early into one large block. The seg- 
menting tertian makes over sixteen segments 
in a double row, the quartan eight to twelve in 
a single row, its pigment being now quite 
abundant, coarse and black, that of the tertian 
being more brown owing to its fineness and 
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technic. [For ordinary observation they can be 
seen in fluid blood under a coverglass. The 
accompanying pictures will explain differences. 
The subjoined table will give the chief charac- 
teristics of the three species in parallel 


The resting bodies can be differentiated early 
but the consideration of these would carry 
us too far; those of the benign species are 
spherical, those of the estivo-autumnal are 
sausage-shaped (usually called crescents). So- 
called flagella develop only after the blood has columns. 
been shed for some time; this requires special 


P. PRECOX. 


P. MALARIAE. 


P. VIVAX. 


20 to 50 hours. 


er pigment .............. 
Young Parasite............ Rather compact ring, Very compact, dark blue Pale, open, delicate ring, 
achromatic center..... ring perfectly white hemoglobin shows 


Does not stain w. methy- Does not stain w. methy- Stains dark blue w. 
len blue......... Be Ben methylen blue. 
Chromatin divides........ In granules after pigment In granules after several Spreads laterally very 
appears. Sometimes pigment specks ap- early whilst ring is 
forms ribbon ........... very small. 


Early, coarse black ........ Late or none, soon 
clumps. 


Pigment in fresh blood.. Fine, actively dancing... Coarse, black, lazy......... Very active at first. 
Actively motile, retains 


Motility in fresh blood.. Actively motile, filaments Slowly motile, remains 
Appearance of fresh Cell early enlarges and Cell contracts and be- Crenation, retraction of 
becomes pale ........... comes darker ........... cytoplasm, brassy 
color. 


Many secondary loops, Very coarse, dark, vari- Still, ring-shaped, signet 
varicosities, much cose, ribbon forms, form, slightly pig- 
fine pigment............ compact black coarse mented. 


Color changes in stained Schuffner’s dots with Cell stains deeper........... Basophile degeneration 
Goldhorn’s (red stip- in deeply stained 
Segmenting ......;....5:.05. 16-24 segments in 2 cir- 8-12 segmentsin onecir- Rarely found; 6-80 seg- 


Time of appearance...... Most abundant after Generally only during 
fever; scarce before (rings) 
chill and later ......... ut develop diffusely, 

hence may be found 
any time. 


( TO BE CONTINUED ) 
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THE USE OF COCAINE IN SURGERY. 


BY J. SHELTON HORSLEY, M.D., RICHMOND, VA., PROFESSOR OF PRINCIPLES OF SURGERY AND 
CLINICAL SURGERY IN THE MEDICAL COLLEGE OF VIRGINIA, 
SURGEON TO MEMORIAL HOSPITAL, 


Cocaine has such an extended field that it 
is the object of this paper merely to touch 
upon some of the more common uses that 
may arise in the daily work of the general 
surgeon. Aside from its direct absorption 
from a raw surface or from a mucous mem- 
brane, the application of cocaine may be 
divided into three different methods. First, 
the intra-spinal, which consists of the injec- 
tion of a solution of cocaine under the dura 
of the spinal cord. This method has been 
largely used in this country by Morton, of 
San Francisco, who has very greatly per- 
fected the technic. However, it is somewhat 
uncertain, as even in skilled hands there are 
occasional failures to produce anesthesia. 
The possibilities of injuring the cauda, or of 
causing a hemorrhage, or introducing sepsis 
and so starting a meningitis, are things that 
may very rarely happen, but cannot be en- 
tirely overlooked. But the chief objection 
is that the cocaine must be used in a strong 
solution, preferably dissolved in the spinal 
fluid itself. When individuals have a marked 
idiosynerasy for cocaine, as occasionally hap- 
pens, it would be impossible to recover the 
cocaine injected intra-spinally, and the rapid 
absorption of the strong solution might readily 
be fatal. 

In the second method, called “regional anes- 
thesia,” the cocaine is injected into the trunk 
of a sensory nerve, and so blocks sensation 
over the distribution of the nerve. This 
method is nearly always combined with the 
third method, which depends upon the injec- 
tion into the tissue to be operated upon, 
whereby the nerve terminals are affected. 
This is, strictly speaking, local anesthesia. In 
either the regional anesthesia or the local 


anesthesia, the amount of cocaine can be 
regulated to suit the needs of the operator, 
or what has already been injected can be 
partly recovered by incising the tissue rapidly, 
if symptoms of poisoning arise. Then, too, 
in these last methods, the solution can be 
used in much greater dilution than in the 
case of spinal anesthesia. 

In operating upon the skin a solution not 
stronger than one-fifth of one per cent. is 
all that is necessary. In deeper structures 
this solution may be diluted to one half this 
strength. The amount of cocaine used 
should be accurately measured, and should 
never exceed one grain. Usually a half grain 
is all that is necessary in most operations, 
even in such procedures as an operation for 
the cure of hernia. The most satisfactory re- 
sults are obtained by freshly prepared solu- 
tions. It has been my practice to have cocaine 
crystals put up in powder, each powder con- 
taining one grain. If necessary these powders 
may be sterilized by dry heat, though if the 
cocaine crystals are fresh, this is not essen- 
tial. Warm water is more effective than cold. 
In an ounce of warm water is dissolved the 
contents of one of these powders, which 
makes about one-fifth of one per cent. solu- 
tion. In injecting the skin, care must be 
taken to place the solution in the substance 
of the skin itself, and not in the subcuticular 
tissue. Each injection should produce a 
wheal, as in urticaria. If injected beneath 
the skin all of the nerve filaments are not 
reached until a large amount of infiltration 
has been produced. In very sensitive patients 
it is well to place a drop of carbolic acid at 
the intended point of injection. This procedure 
deadens the first prick of the needle. After 
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a sufficient amount of has been 
anesthetized the solution should be still fur- 
ther diluted, and the subcutaneous tissue in- 
jected with a more generous supply of the 
solution. This should be done before incising 
the skin, as the loose connective tissue and 
subcutaneous fat is much easier to infiltrate 
before the skin has been cut than afterwards. 
In operations upon an extremity a tourniquet 
should be first applied and the region of the 
nerves injected with a weak solution. Ampu- 
tations of the fingers or toes can be done 
entirely painlessly by first injecting the skin 
in the manner suggested, after applying a 
rubber band as tourniquet, and then infiltrat- 
ing with a weak solution around the four 
points of the nerve supply. 

The most successful kind of major opera- 
tions performed under cocaine is the opera- 
tion for the radical cure of hernia. In a 
patient suffering from inguinal hernia the dis- 
abilities are great. The chief objection to an 
operation made by most of these patients is 
the fear of a general anesthetic. In the young 
and healthy such a fear has no serious founda- 
tion, but in elderly people, in those who use 
alcohol constantly, or patients with 
nephritic disease, the danger of a _ general 
anesthetic looms up prominently. In_ these 
classes of cases the radical cure under co- 
caine is particularly indicated. I have ope- 
rated with cocaine more than thirty times for 
the radical cure of hernia. Two of the 
patients were seventy years of age, and one 
of these had a double hernia. At least ten 
of these patients were over sixty. There was 
no death and no serious complication after 
any of these operations. Union took place by 
first intention in every instance with two ex- 
ceptions, where a very mild infection occurred 
along the skin edges, but did not materially 
interfere with the progress of the case. In 
all the cases I have been able to follow there 
has been no recurrence. It is quite likely that 
the bodily resistance is much decreased by 
the use of a general anesthetic, and this, to- 


gether with the straining on the sutures inci- 
dent to vomiting after ether, predisposes to 
suppuration to a much greater extent than 
the infiltration of the tissue with the weak 
cocaine solution. As Bodine and Mitchell 
have pointed out, tissues are handled more 
gently under cocaine than when-a general 
anesthetic is employed, and this, too, favors 
healing by first intention. Taking away, then, 
the danger of the general anesthetic and the 
risk from sepsis, the radical cure of hernia 
should be without mortality. The technic 
employed in these cases has been as follows: 

The skin is infiltrated with a one-fifth of 
one per cent. cocaine solution, the incision be- 
ing a little higher than is usually the case. 
The subcutaneous tissue is injected with a 
one-tenth of one per cent. solution. After 
incising the skin the fascia of the external 
oblique is split at the outer angle of the in- 
cision, and the ilio-inguinal nerve found and 
injected with a one-fifth of one per cent. solu- 
tion of cocaine. The ilio-inguinal nerve 
usually lies below the incision, and the ilio- 
hypogastric just above it, though the rela- 
tion of these nerves is not constant, and their 
accurate detection will require experience in 
clinical work or dissections upon the cadaver. 
The incision is then extended down toward 
the pubis, and the inguinal canal opened. The 
tissue around the internal ring is infiltrated, 
and the sac dissected out. Dissection of the 
sac should be done largely with sharp scis- 
sors. Ligation of the sac often causes some 
pain, but frequently is done without incon- 
venience. The pain here, however, when it 
occurs is slight and of short duration. The 
operation is usually concluded after the method 
of Ferguson, which consists in suturing the 
conjoined tendon and the external oblique to 
Poupart’s ligament without transplanting the 
cord. 

Other abdominal operations may be done 
under cocaine, but they are often of doutt- 
ful propriety except in unusual instances, as 
the nerve supply can not be controlled. In 
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selecting a patient for operating under co- 
caine, due regard must be paid to the charac- 
teristics of different individuals. A patient 


who is naturally nervous and excitable will 
suffer more from mental anguish and the con- 
sciousness of knowing that he is being oper- 
ated upon, than he will from actual physical 
pain; so it is unwise to select such cases for 


cocaine anesthesia. On the other hand, it is 
not necessary for the individual to be a stoic. 
If he can keep himself moderately under con- 
trol, and say when he is being hurt so that 
more cocaine can be used, a satisfactory and 
painless operation can be done, provided it is 
of such a character as lends itself to the em- 
ployment of a local anesthetic. 
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The relation that the mastoid bears to in- 
tracranial structures is so important that I 
have chosen the above subject as one of in- 
terest to present before this body; and, while 
I may not interest you in discussing it from 
an otological point of view, I hope it will be 
worth your while from the view of a general 
practitioner and surgeon. 

More cases of mastoiditis (both acute and 
chronic) are seen now than formerly. Not 
because mastoiditis is more common; not be- 
cause there are more abscesses of the middle 
ear; not because we are liable to more colds, 
but more to our ability to recognize the early 
symptoms of this important disease. Cases of 
mastoiditis left to themselves, receiving no 
treatment except perhaps some hot poultices 
of flaxseed, soon reach the point where vital 
structures are placed in danger; and while an 
operation in the great majority of cases may 
result in a cure, so far as the suppuration is 
concerned, one of our most delicate senses is 
made to suffer, and the organ of hearing is 
greatly impaired, and the patient remains deaf 
the balance of his life. It is my purpose, 
therefore, in this paper, to call your attention 
to the early operative symptoms of mastoid- 
itis, with a view of maintaining a normal or- 
gan. 
The indications for a mastoid operation are 
so evident in the vast majority of cases, that 
with the application of a few tests, no great 
skill is required to make the diagnosis cer- 
tain. 

It is the general rule, with some exceptions, 
that mastoiditis occurs secondarily to an acute 
purulent otitis media. The drum membrane 
has usually ruptured, and the canal is filled 
with a muco-purulent or purulent secretion. 
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In the majority of cases of acute purulent 
otitis media, there is some mastoid involve- 
ment, and pain on palpation can be elicited if 
sought for. This pain may be due to noth- 
ing more than an engorgement of the mucous 
membrane, lining some of the superficial cells 
of a highly cellular or pneumatic mastoid,. or 
the antrum, or the large cell at the base of 
the mastoid might be solely infected, giving 
symptoms of mastoid infection. These symp- 
toms should subside in a day or so with the 
subsidence of the acute ear symptoms; but 
if persistent, they then assume the dignity of 
symptoms of real mastoiditis, and demand 
more attention. 

In determining the diagnosis, first an in- 
quiry into the history of the case should be 
made, and, where possible, accurate data kept. 

In cases of long duration, for instance, for 
two or three weeks, we would more than likely 
have a greater bone destruction than in a case 
of three or four days’ existence. The fact 
that an attack is a second one would also call 
our attention to pathological changes that 
could have taken place in the mastoid, and we 
would likely find sclerosed bone, indicating 
that pus forming in this particular case under 
pressure would be more apt to travel inward 
toward the brain than outwardly. 

Inspection would be our first means of 
examining the case, and at a glance one could 
determine whether there was a swelling or 
redness over the mastoid. But the mere pres- 
ence of edema or redness over the mastoid 
should not be taken as conclusive evidence that 
there is mastoid involvement without a careful 
examination into the case and an inspection 
of the canal and drum. An acute otitis ex- 
terna or furuncle of the canal gives frequently 
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the same picture as that of a sub-periosteal ab- 
scess in mastoiditis, and where there is an 
association of mastoiditis and furuncolosis, the 
diagnosis is most confusing. Usually, though, 
traction of the auricle, pressure in the canal 
with the finger tip or probe, and pressure in 
front of the tragus is very painful in furun- 
colosis, and in the absence of an acute otitis 
media there is likely an absence of a dis- 
charge. 

An adenitis might cause post-auricular 
swelling, resembling swelling of mastoiditis ; 
but it is usually superficial and rarely acutely 
painful. 

The swelling of mastoiditis having pro. 
gressed to the stage of pus formation or not, 
usually begins in the post auricular fold. It 
may be of two kinds, viz: a periostitis, with 
a subsequent infection of the surrounding tis- 
sues ; or no tissue infection at all, but the spon- 
taneous rupture of the cortex of the mastoi.l 
and the escape of the fluid contents sub- 
periosteally. This is usually the case. This 
type of mastoiditis with marked swelling, the 
auricle greatly pushed forward, marked fluc- 
tuation, and some pain, alarms the general 
practitioner; often frightens the aurist, and 
he is impresesd with the idea that ‘the patient 
is in great danger. As a matter of fact, such 
a case is in less danger than if the cortex had 
not ruptured, where the pent of pus under 
pressure between the two tables of bone is 
only waiting for the point of least resistance 
to give way and an intracranial complication 
results. 

I had occasion, a few years ago, in a large 
New York hospital, to assist in, or operate 
upon, 271 cases of mastoiditis. Swelling as 
a symptom in that series did not occur in but 
133 cases or about fifty per cent. Of this 


number of 133 having swelling, 88 or sixty-six 
per cent., had reached pus formation. 
Swelling usually occurs as an early symptom 
in children and infants, as does also the forma- 
tion of a subperiosteal abscess, and it occurs 
as a late manifestation in adults. 


The statis- 
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tics in this series that I have collected corrobo- 
rate this statement. Where a sub-periosteal 
abscess had formed in an adult it was evidence 
of a long-standing disease. 

Frequently in cases of long standing, we 
find in the neck beneath the tip attachment of 
the sterno-mastoid muscle, swelling without 
fluctuation. It is hard, brawny, and it is only 
by a deep incision that pus is evacuated. This 
is called Bezold’s mastoiditis, and it is due 
to the rupture of the inner plate of the mas- 
toid tip in the diagrastic groove, and it usually 
occurs in cases of several weeks’ duration. 

Swelling, then, is not the commonest symp- 
tom of mastoiditis, by which one not an aurist 
can make a diagnosis. Some other symptoms 
more frequently found must be sought, and 
palpation is that chief sign. The patient’s 
side or profile should face the operator, and 
while one hand steadies the head to keep him 
from drawing away, the thumb of the other 
hand is used to make pressure. : 

In many acute attacks of otitis media, there 
is during the first day or so, some pain in the 
mastoid, usually elicited on deep pressure over 
the antrum. This character of pain might be 
compared to the intense neuralgic pains pres- 
ent in the ethmoid cells or the frontal sinus, 
during an attack of acute coryza. In the 
acute ear inflammation, under a free myringot- 
omy and proper treatment, unless complica- 
tions arise, the pain disappears in a few hours 
to a day after the onset. The pain should not 
be considered a pronounced symptom of mas- 
toiditis, for cases operated upon during this 
stage show only an inflamed muco-periosteum, 
and it is this swollen membrane that causes 
the pain. If, however, the pain is persistent, 
lasting five or six days after the onset, one’s 
suspicion should at once be aroused and opera- 
tive measures entertained. 

Gentle but firm pressure must be made, and 
the points for selection of pressure are the 
tip, antrum and post tip, and these in the order 
named will be the areas giving the greatest 
amount of pain. It would naturally seem that 
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the presence or absence of mastoid tenderness 
could be easily detected in any case, but con- 
siderable care must be exercised, for in ner- 
vous or irritable patients, and in children, the 
slightest pressure will often cause them to 
wince or cry. The facial expression must be 
watched, it being the most valuable means of 
determining pain, and, at the same time, it is 
best that the patient’s attention be diverted 
from himself. 

Tenderness, then, on palpation is the most 
positive symptom in the absence of other signs 
that should guide the general practitioner in 
making a diagnosis of mastoiditis, but, un- 
fortunately, this, too, is lacking in certain 
cases, making the diagnosis more interesting 
and somewhat confusing. 

Cases of mastoiditis having enormously 
thickened cortices might mask all evidences 
of pain on palpation. Mastoids having few 
cells might do the same. Cases infected by an 
organism that has caused a stir among otolo- 
gists, the streptococcus capsulatus, almost in- 
variably act slowly and treacherously, yet with 
destruction; causing little discomfort to the 
patient, except a profuse persistent aural dis- 
charge. These cases have little pain on pal- 
pation, except, perhaps, in the very acute 
stages. I would then consider cases infected 
by the streptococcus capsulatus, operative ones, 
even in the absence of swelling and pain on 
palpation, after three to four weeks’ duration, 
provided there was a profuse aural discharge, 
with or without temperature and pathological 
fundus or canal conditions. 

Temperature, while an important symptom, 
is often deceiving. In the majority of cases it 
ranges from 99 to 102. In adults, it often 
remains normal, but it rarely ever remains so 
in children. Where a temperature is 103 or 
above, one must at once suspect some intra- 
cranial complications as sinus thrombosis, 
brain abscess, or meningitis. 

The examination of the canal and drum, 
while an important aid to diagnosis so far as 
the otologist is concerned, perhaps will convey 
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little information to the general practitioner. 
The drum shows those appearances found in 
any acute ear, as a reddened, bulging drum, 
landmarks destroyed and a perforation through 
which exudes a muco-purulent or purulent se- 
cretion. The canal shows an important sign 
of mastoiditis in the sagging of the postero- 
superior canal wall near its drum insertion. 
This indicates a suppurative focus in the mas- 
toid bone, and represents a soft tissue infec- 
tion. 

Furunculosis causes a narrowing of the ca- 
nal, and might be mistaken for this important 
symptom of mastoiditis. There is pain on 
pressure with a probe in the canal in furuncu- 
losis ; but little or none in mastoiditis. 

We seldom see non-perforated drums in 
mastoiditis except in children. The longer a 
drum remains intact in a case of purulent 
otitis media, the more likely the mastoid will 
be involved. In infants and children the cor- 
tex has less resistance frequently than the 
drum, and mastoiditis develops with swelling 
and abscess formation before the drum rup- 
tures. In short, a well-marked case of mas- 
toiditis can exist without a discharge from the 
external ear. This one case well illustrates an 
important point in the treatment of infants 
and children: 

An infant ten weeks old, so far as the par- 
ents knew, was in good health, and had not 
fretted or cried any more than usual. The 
day before admission the mother, on giving it 
its morning bath, had noticed a slight swell- 
ing and redness behind the auricle. The ex- 
amination showed a small fluctuating swelling, 
posterior to where the tip should be. The 
drum appeared reddened, bulging with no per- 
foration. The temperature was 100. A myrin- 
gotomy was done, with a free gush of 
thick, yellow pus, containing streptococci. The 
next morning the swelling had disappeared, 
the temperature was normal, and there was 
a free discharge from the canal. At the ope- 
ration the most destructive mastoid I have 
yet seen in an infant was found, and besides 
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a large extradural cerebella abscess, the cells 
in the zygomatic region, being well developed 
for one of this age, were thoroughly infected. 
The patient recovered. 

I am an advocate of a bacteriological exam- 
ination of aural secretions. It is important 
and helpful in obscure and doubtful cases of 
mastoiditis. The pneumococcus and the strep- 
tococcus are the organisms causing the 
greatest number of infections, and ap- 
pear in all of the malignant types. The pneu- 
mococcus is less virulent than the streptococ- 
. cus in the general run of cases, and given two 
cases of mastoiditis presenting doubtful opera- 
tive symptoms, one could afford to wait longer 
for positive signs in the former (pneumococ- 
cus) than in the latter (streptococcus). Where 
the aural discharge shows a staphylococcus or 
no organism present, one is safe in conclud- 
ing that mild or no mastoid symptoms will 
occur. This is not the invariable rule, for I 
have seen severe cases of complicated mas- 
toiditis from a staphylococcus infection. 

Of late much attention has been given to the 
making of » diagnosis by blood examinations, 
chiefly by the estimation of the white ceils in 
point of numbers and in a differential count. 
The reports of the different investigators of 
large experience (laboratory men) upon this 
subject have been so conflicting that, as a gen- 
eral rule, it must be considered of no value. 
Associated with other symptoms, an increase in 
the percentage of polyniorphonuclear leuco- 
cytes, about 80 per cent., would indicate a sup- 
purative focus somewhere, but intercurrent af- 
fections and other purulent foci must be borne 
in mind. 
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Where there is a leucocytosis and a poly- 
nuclear increase we usually find other well- 
marked symptoms present also, such as an ele- 
vation in the temperature. 

A resume, then, of the indications for the 
mastoid operation would show that tempera- 
ture is valuable, but not reliable. It is often 
normal in adults ; excessively high in children. 
Blood examinations are of doubtful value, ex- 
cept along scientific investigations, which 
should not be discouraged. Bacteriological ex- 
aminations of the aural secretions, besides be- 
ing of aid in doubtful cases, adds to our scien- 
tific knowledge of what causes the disease. 
Aural examinations, exhibiting nothing but 
the fundus, sagging of the postero-superior 
canal wall and the character of the discharge, 
would hardly warrant an operation in the ab- 
sence of other more prominent symptoms. 
Swelling, next to the most important positive 
sign, is only present in about 50 per cent. of 
the cases, and a good proportion of these cases 
are in children. Conditions other than mas- 
toiditis can cause swelling. Palpation reveal- 
ing tenderness, the most valuable and constant 
of all the aids, is the safest guide for the gen- 
eral practitioner in diagnosing mastoiditis. 
This tenderness must not be feigned, but real, 
and tenderness after the fourth or fifth day 
must be considered the gravest of mastoid 
symptoms. 

It has not been my intention in this paper to 
go into the different methods of operating, but, 
with such well-marked symptoms present in 
children and adults, as narrated in this pa- 
per, I would urge prompt and radical surgical 
interference. 
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A specific treatment for any infection must 
have first, some theoretical foundation which 
shall be based upon at least a little experi- 
mental evidence, and secondly, its value must 
finally depend upon results obtained from the 
clinical standpoint. The production of arti- 
ficial immunity to tuberculosis was considered 
practically impossible of accomplishment be- 
cause there is scarcely any clinical evidence 
that one attack protects from another: Cer- 
tainly, some immunity must, of course, occur, 
otherwise the spontaneous recoveries as is 
often the case would be impossible. For the 
past fifteen years tireless and painstaking ex- 
perimental work has been carried on with a 
view to elucidate the possibility of producing 
an immunity in the lower animals. It seems 
that the strongest and most lasting immunity 
that has been attained thus far is by vaccin- 
ation with attenuated living bacilli, although 
the germ-free products and killed bacteria also 
have some value as an immunizing agent. 

In attempting to formulate a method of 
immunization in the tuberculous subject, the 
study of the mechanism of artificial immuniza- 
tion in animals is imperative. At this juncture 
it seems pertinent to discuss briefly the dif- 
ferent species of the tubercle bacillus, before 
taking up the immunity question, Robert 
Koch, in his masterly monograph published in 
1884, in which he gave a long list of cul- 
tures of the tubercle bacillus isolated from 
tuberculous tissues in fowls, cattle and man, 
was unable to detect any difference among 
them, declaring that in all the cultures, 
whether taken from miliary tubercles, lupus 
or perlsucht, the tubercle bacillus behaved ex- 
actly the same. Withia the last decade our 
knowledge of the nature of the tubercle bacil- 
lus has been greatly enhanced, until at the 
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present time several distinct species are recog- 
nized. These are grouped according to their 
sources into human, bovine, avian and the 
tubercle bacillus of cold-blooded animals. This 
last group of bacilli is of comparatively small 
importance to the warm-blooded animals, 
since they are unable to grow at temperatures - 
approaching blood heat, thereby precluding 
any possibility of infection. The avian tubercle 
bacillus departs quite considerably from either 
the bovine or human types of bacilli. This is 
shown by the lack of susceptibility to certain 
animals, for example, the guinea pig, which is 
otherwise so sensitive to the inoculation of 
the mammilian bacilli, shows a marked degree 
of refractoriness to the avian type. On the 
other hand, while birds react very slightly, 
often producing only localized lesions to in- 
oculations of the tubercle bacillus of human 
origin. Cases have been reported in the 
literature where the avian bacillus was isolated 
from the human being, but such cases are ex- 
cessively rare. Rabinowitsch calls attention 
to the occasional occurrence of the avian 
bacillus in cattle, swine, horses and monkeys, 
etc., but Simon Flexner is of the opinion that 
they constitute a small source of danger in 
the spread of tuberculosis among mammals. 
To Theobald Smith is due the honor of first 
calling attention to the distinction in type 
existing between certain bacilli of human and 
of bovine origin. Later, in 1901, Robt. 
Koch startled the scientific world with his. 
announcement “that tuberculosis in cattle 
offers no source of danger to the human 
being.” He still adheres to his original con- 
ception as evidenced by the fact that he re- 
iterated in his Nobel prize address, delivered 
in 1906: “Human tuberculosis and tubercu- 


losis in cattle are so distinct from each other 
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that the latter is not to be feared as trans- 
missible to man.” It has been proved beyond 
all peradventure of a doubt that such a state- 
ment is not correct, but it has accomplished 
more than anything else towards stimulating 
researches throughout the civilized world. 


Theobald Smith characterized the bovine 
tubercle baccillus as possessing a greater de- 
gree of pathogenic power for mammals than 
the human bacillus. It also differs from the 


latter by certain peculiarities of cultural and: 


physiological properties, and that it was im- 
possible to transmute one type into the other 
under artificial conditions of cultivation. Most 
authorities agree that transformations of 
avian, bovine and human baccilli into each 
other is questionable, even if one variety of 
baccilli was cultivated for a long period of 
time in the body of an alien species. Repeated 
experiments show that tuberculous materials 
and cultures of tubercle bacilli of human 
origin when injected into cattle failed to 
produce a marked or a general tuberculous 
infection, even when the material was inocu- 
lated directly into the circulation. 

It is not within the scope of this paper 
to discuss fully the different types of tubercle 
baccilli and their pathogenicity. With this 
statement we may take up the subject of 
immunity. 

The animals which have been of special 
use for tests of immunity are rabbits, cattle, 
goats and guinea pigs, the latter being so 
susceptible to the tubercle bacillus that it is 
well nigh impossible to produce a high grade 
of immunity in them. Koch made the first 
important contribution to the subject of im- 
munity in tuberculosis by means of his tuber- 
culin. During several years following many 
experimenters had varying degrees of success 
in the production of immunity in the small 
animals by the use of tuberculin and atten- 
uated cultures of the tubercle bacillus. The 
most convincing evidence of the favorable re- 
sults of experimental immunity in tuberculosis 
was made by Trudeau as early as 1892. He 
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treated tuberculous iritis in the rabbit’s eye 
by subcutaneous injections of tuberculin, 
which resulted in a retrogression of the lesion 
and an apparent healing took place, which, 
however, ultimately relapsed somewhat, 
though very slowly. He further found that 
guinea pigs, rabbits, previously injected with 
dead tubercle bacilli, live, on an average, 
longer than the control animals when subse- 
quently inoculated. Trudeau went a step fur- 
ther. He protected rabbits from virulent 
tubercle bacilli by twice injecting them with an 
attenuated culture of bird tubercle bacilli sub- 
cutaneously at intervals of twenty-one genera- 
tions, then the subsequent infection of the 
virulent mammalian bacilli was made into the 
anterior chamber of the eye. Of the pro- 
tected rabbits, not one developed a tuberculous 
lesion, while the controls showed, in the 
course of a few weeks, a general inflamma- 
tion of the structures of the eye, the inocula- 
tion wound became cheesy, followed later by 
a more or less complete destruction of the 
eye ball. DeSchweinitz a few years later re- 
ported certain experiments which he had made 
on guinea pigs and cattle. The former were 
inoculated with cultures of human tubercle 
bacilli cultivated for twenty generations. 
Their virulence was of very low grade to 
these animals, for it served to protect them 
against the later inoculation with tuberculous 
material from a cow. Other pigs, unprotected, 
were inoculated with the same material, be- 
came tuberculous and died in about seven 
weeks. These and other experiments clearly 
establish the protective influence exerted by 
the inoculation of the living attenuated bacilli 
to more lasting and of greater potency than 
the immunity obtained by the bacterial pro- 
ducts. 

Trudeau claims he has never been able to 
thoroughly protect guinea pigs against a 
virulent tubercle bacillus, nor has he ever suc- 
ceeded in curing experimental tuberculosis in 
them. Behring, as well as Koch, claims to 
have protected guinea pigs against virulent 
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infection, but the details of their modus 
operandi are exceedingly meager. The suc- 
cessful immunization or cure of guinea pigs 
with the living or dead bacilli or their specific 
products has possibly been accomplished in 
rare instances. It can be argued in favor 
of such experiments that a single demon- 
strated positive result is far better evidence 
than countless negative ones, when we con- 
sider for a moment that the guinea pig is the 
most susceptible of all animals, that spon- 
taneous recovery in them is unknown. 
Behring, in his Nobel prize address, in the 
year 1901, announced that it was possible 
and feasible to vaccinate cattle against tuber- 
culosis. Hist first experiments were efforts 
to immunize them by means of tuberculin, and 
later by other toxins from the tubercle bacil- 
lus; dead bacilli and attenuated cultures of the 
tubercle bacillus were also employed. His 
present plan of immunization, which has be- 
come a standard one, for it is furnished com- 
mercially, is as follows: Young calves, pre- 
ferably twelve weeks old, are inoculated 
intravenously with a standard human culture. 
Three months later an increased quantity of 
said culture is again injected. Cattle so 
treated may be regarded as highly immune, 
as shown by inoculating them with a virulent 
bovine culture of tubercle bacillus, with no 
permanent ill effects resulting. But if un- 
protected animals were inoculated with the 
same culture, a generalized tuberculosis de- 
veloped, producing death in a few weeks. 
Behring speaks of his vaccinated animals as 
being “Jennerized,” and believes that immunity 
lasts for life. Simon Flexner, in his admirable 
monograph on immunity in _ tuberculosis, 
which was read before the second annual meet- 
ing of the National Association for the Study 
and Prevention of Tuberculosis, calls atten- 
tion to the fact that McFadyean is entitled 
to the credit of the discovery equally with 
Behring of the immunization of cattle from 
tuberculosis. Neufeld, a pupil of Koch, and 
Behring, in discussing the priority of this 


important question, asserts that while work- 
ing under Koch’s direction he found, as early 
as 1900, that large animals, the donkey and 
cattle, for instance, could be protected against 
the inoculation of a culture of virulent tubercle 
bacilli, which was always fatal to control ani- 
mals. So it seems that the priority of this 
important subject is an open one. As a mat- 
ter of fact, the principle employed is not new 
in experimental medicine, for it was practiced 
long years ago by the immortal Pasteur in 
vaccination against fowl cholera, anthrax, 
etc. In 1902, Pearson and Gilliland were not 
only able to confirm the results of the pre- 
ceding investigators, but were able to carry 
the principles of the method a step further 
by endeavoring to bring about an arrest of 
the disease in cattle already suffering from 
tuberculosis. Flexner, in discussing this sub- 
ject, states that “while it is unlikely that such 
a therapeutic use of vaccination will ever be 
made in veterinary practice, the facts are of 
considerable interest, especially in view of the 
somewhat similar means employed to arrest 
tuberculosis in man.” If all young healthy 
cattle were vaccinated before tuberculosis sets 
in, it would seem that this disease could be 
entirely eradicated. The gain would be almost 
incalculable to agriculture. Furthermore, it 
would enlarge the possibilities of producing 
immunity in the healthy human subject if it 
was thoroughly demonstrated in the lower 
animals over a long period of time that such 
a procedure was entirely harmless. It seems 
that the most satisfactory and solid immunity 
obtained in cattle is produced by a living cul- 
ture of tubercle bacilli of human origin; this, 
when injected two or three times, according 
to Behring, renders the animal immune for 
life. This statement has not been proved, 
but it is certain that immunity has lasted at 
least two years against the inoculation of a - 
virulent culture of bovine tubercle bacilli. 

I have had little experience in this form 
of immunity, but have contented myself with 
the use of the dead tubercle bacilli, killed at 
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their minimum thermal death point. My re- 
sults are all that could be desired. I and my 
assistants have had under experimentation for 
the last two years two herds of Jersey cattle, 
twenty in one herd and twenty-eight in the 
other. Every year, previous to the last two 
years, at least two or three animals would die 
from some form of tuberculosis. Before in- 
stituting any form of vaccine treatment, we 
used tuberculin on every animal as a diagnostic 
test, which resulted in a positive reaction in 
Six, thus showing that six cows had some 
form of tuberculosis out of the forty-eight, 
three tuberculous cows coming from each 
herd. The vaccine used was a virulent cul- 
ture of tubercle bacilli of bovine origin, heated 
for one hour at 60 degrees C. The healthy 
animals were injected with five milligrams of 
the vaccine subcutaneously as an initial dose, 
followed one month later by ten milligrams, 
and three months later by twenty milligrams ; 
the last dose was one hundred milligrams, 
which was given six months from the first 
injection. Two years have elapsed without 
a death from tuberculosis, except three, which 
belonged to the original six previously diag- 
nosed as tuberculous by the tuberculin test. 
The three animals that were in the last stages 
were isolated while the remaining three, not 
far advanced, were allowed to run with the 
herd. Two of these have practically been 
cured (so far as we can determine as to 
symptoms, temperature, etc.) by the bovine 
vaccine. In treating the tuberculous cows, 
the method of Trudeau in treating tuberculous 
human beings was in a measure adhered to. 
We began with small doses and ran up to 
very high ones, injecting every week. Our 
initial dose was 1-100 of a milligram with 
double the dose at the next inoculation, and 
so on after the method of Trudeau. Of the 
six tuberculous cows, in which the above treat- 
ment was taken up by us, just two years ago, 
three have died, one will possibly succumb to 
the infection in the course of a month or 
so, while two are apparently well. We be- 
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lieve that the injection greatly prolonged life 
in at least three cows, while the two apparent 
recoveries were cases of a mild type; still we 
believe that the treatment aided very materially 
in their recovery. 

All of the foregoing experiments by the 
different investigators unquestionably  estab- 
lish for tuberculosis the principle of artificial 
immunization, an achievement hitherto con- 
sidered as impossible. Although this im- 
munity in very susceptible animals may not be 
as frank and lasting as we would like, still 
experiments have proven that it undoubtedly 
prolongs life when a lethal dose of virulent 
bacilli be administered to the vaccinated ani- 
mal as compared with a similar dose given 
to the unprotected one. Again, it has been 
shown in the larger animals suffering from 
localized tuberculosis that by a systematic 
administration of a tubercle vaccine that there 
is a retardation in the development of the 
disease, producing reparative changes in the 
lesions, and if in the earlier stages often a 
complete recovery results. 

We may ask the pertinent question, why 
should we not expect just as good if not 
better results in man than has been accom- 
plished in the lower animals? We know that 
the human being is not as susceptible to this 
disease as most of the animals experimented 
on, because the normal resisting power of 
the body overcomes the invading organisms, 
and that spontaneous recoveries in man are 
exceedingly common. These facts offer us 
some hope in the future. Already Trudeau 
has given us some very encouraging figures, 
showing the comparison of the post-discharge 
mortality between patients treated and those 
that were untreated with tuberculin at the 
Saranac Lake Sanitorium. He says that 


eighteen per cent more of treated incipient 
cases are living than of the untreated, while 
twenty-five per cent. more of advanced cases 
who received tuberculin are living than of 
those who did not submit themselves to the 
It would be en- 


inoculation of this agent. 
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tirely feasible to administer a series of inocula- 
tions of the vaccine to certain individuals who 
have a tendency to consumption, even though 
they had not the disease at the present time. 
Given a child that is listless, with a pallid 
skin and flabby flesh, a tendency to inflamma- 
tions of mucous membranes, in other words 
a vitiated state of the tissues, a tendency to 
tuberculosis. In such an individual the tuber- 
culin treatment is imperatively indicated. 

The Tuberculins :—The term tuberculin is a 
broad one, which includes quite a number of 
different preparations. The first used was 
Koch’s original tuberculin “T. O.,” called also 
“old” tuberculin, to distinguish it from his 
more recent product, “new” tuberculin. 

The “old” tuberculin is the concentrated 
germ-free culture medium (glycerin bouillon), 
in which the tubercle bacilli were allowed to 
grow for several weeks. 

The Tuberculin (Deny’s) Bouillon Filtrate 
“B. F.” is a product rather similar to the 
“T. O.,” but differs from it in that no heat 
is used in its preparation and that the bacilli 
are grown in bouillon. : 

The Tuberculin “R.,” “T. R.” or “Tuber- 
culin Residue” is prepared by growing a viru- 
lent culture of tubercle bacilli. They are dried 
in the dark in vacuo and then pulverized. The 
powder thus obtained is suspended in dis- 
tilled water and centrifugated at very high 
speed for about thirty minutes. The water 
is then drawn off and discarded and the 
bacterial residue is again dried in vacuo as 
above and treated in the same manner. This 
is done several times. It is supplied in liquid 
form, containing two milligrams of the powder 
to the c. c. of twenty per cent. glycerin solu- 
tion. 

Bacillen Emulsion “B. E.” This is Koeh’s 
latest product, which he has suggested for 
active immunization. It consists of an emul- 
sion of the ground-up tubercle bacilli in equal 
parts of glycerin and normal saline solution. 
There are many other preparations used, viz: 
the Antiphisn (Klebs), Hunter’s modification 


of Old Tuberculin, the watery extract of 
tubercle bacilli (Von Ruck), the “P. T. O.” 
(Spengler) and many others. The action of 
all these various tuberculins, according to 
Pottenger, is similar in part, yet different. 
Some are much safer to use than others and 
seem to produce better results than others. 
His experience with the “P. T. O.” (Spengler ) 
is very encouraging. This product is made 
from bovine bacilli. Pottenger claims that 
“P. T. O.” will immunize against the human 
toxin much more strongly than the human 
will against the bovine toxin. He further 
states that its use will raise the agglutinating 
power of the blood to a much higher degree 
that the human tuberculins, and that this 
power of agglutination will last longer. Tak- 
ing all the tuberculins into consideration it 
would seem, theoretically, that the Bacillen 
Emulsion would offer the most suitable 
agent to use in order to produce the most 
marked grade of immunity to the various 
activities of the tubercle bacillus. It con-— 
tains not only the body substance of the 
bacteria but the toxins of the tuberculin as 
well. The old tuberculin produces antitoxic 
immunity, while the “B. E.” produces bac- 
tericidal and antitoxic immunity. Professor 
Theobald Smith, as a result of his recent 
studies on animals, suggests virulent un- 
crushed tubercle bacilli, killed at sixty degrees 
C., as the best vaccine to be tried in attempts 
at immunizing human beings. Personally, I 
have used only the “Bacillen Emulsion” for 
therapeutic administration, and the old tuber- 
culin, as well as the “B. F.,” for diagnostic 
purposes. My results have been so gratify- 
ing that I have no reason for changing to 
other preparations. I have observed that 
after a change from one make of the 
“Bacillen Emulsion” to another (especially in 
some patients, where they seem not to be 
doing well) one will be surprised sometimes 
to find them again on the road to health 
after the measures previously applied seemed 
to have reached the limit of their efficacy. 
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The method employed in the administration 
of the “Bacillen Emulsion” is according to 
Trudeau’s plan. It is not possible to give in 
detail the plan for the lack of space, but suf- 
fice it to state that he begins with extremely 
small doses, 1-10,000 of a milligram, and 
gradually increases, so gradually and at such 
intervals as to carry the patient to full doses 
with as little disturbance as possible. By 
such a method individuals can take ten thou- 
sand times stronger than the original dose 
without any effect. Injections are given about 
twice a week, of course depending upon the 
symptoms of the patient, for herein lies the 
secret of success in the treatment. This plan 
may be called the practical or clinical method 
in contradistinction to the scientific or labora- 
tory method, as advocated by Wright and his 
followers. Wright’s method of immunization 
is based essentially on the determination of 
the index. In a previous communication 
about a year and a half ago I advocated the 
administration of tuberculin governed by the 
opsonic index; certainly such a method is a 
brilliant contribution to our knowledge of the 
mechanism of artificial immunization, but it 
takes much time and work, necessary in de- 
termining the index, which makes it imprac- 
tical of application in the treatment of tuber- 
culosis by such a. method. I find myself 
slowly drifting to the clinical symptomatology, 
not only by reason of its practicability of ad- 
ministration, but also by the just as good re- 
sults that are being obtained by this method 
of administration as compared with that of 
Wright. 

In conclusion I may state: 

(1) Experiments on animals demonstrate 
the possibility of creating immunity te tuber- 
culosis by the use of the tuberculins: 

(2) I am of the opinion that the time is 
not far distant when individuals showing a 
tuberculous tendency will submit themselves 
to the repeated injections of some form of 
tuberculin, as a means of prophylaxis against 
this disease. 


(3) The clinical method in the administra- 
tion of tuberculin is far preferable to the 
one advocated by Wright in which the esti- 
mation of the opsonic index is essential. 

(4) Tuberculin therapy is proving an essen- 
tial aid in the treatment of tuberculosis, 
especially as an adjuvant to the hygienic-diet- 
ic open air treatment. 
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EDITORIAL 


INTRODUCTION. 


The Southern Medical Journal was born at 
an opportune time, and we feel confident will 
find a ready welcome in the medical literature 
of the South, which has long needed a medium 
of this kind that the best thoughts of her med- 
ical men shall not only be given to the world, 
but it is essentially the object of this journal to 
build up and foster medical thought as clothed 
by environment and such changes as_ would 
naturally come from local conditions and cli- 
matic influences. It has long been known that 
even the most common diseases are more or 
less changed, or present different features in 
the South, and indeed in certain localities of 
the South far different from that in higher 
parts of our country. It is because of these 
facts, after numerous requests on the part of 
the profession in the South, that the staff of 
this Journal has organized itself, regardless of 
school influences or personal interests in the 
sincere determination to keep its pages open to 
the best from whatever ethical source it may 
come, and to give to the profession of the 
South, not only this medium for the registering 
of their own thought, but to stand firm in the 
great principles of ethical journalism. We beg 
to assure the profession of the South that no 
articles of an advertising nature, and certainly 
no advertisements of a proprietary nature, 

‘shall ever pollute the pages of this Journal. 
We have determined, even if it causes a finan- 
cial sacrifice, that the pharmaceutical houses of 
this country shall never gain control of this 

. journal, and can only use its medium of ad- 

advertising for strictly ethical purposes. We 
hope also that the profession of the South will 
avail themselves of this medium, and give to 
the world the many excellent thoughts and 
the many brilliant successes which have char- 


acterized the medical men of this section of the 
country since the times of Ephriam McDowell, 
Marion Sims, Long of Georgia, and many oth- 
ers to whom we can point with pride as pio- 
neers in the profession, and to whom the entire 
medical world is under lasting obligations. If 
the young men of the South would take these 
examples as their criterion, and do more orig- 
inal work, or even give to the world the orig- 
inal work that they are now doing, it would 
reflect great credit upon their own section of 
the country, and place the profession of the 
South on the proper footing with their med- 
ical brothers of the North, and if this Journal 
can be the means of inciting greater labor, 
more earnestness and more thorough work on 
the part of its clientele, it will have accom- 
plished the purpose for which it was created. 

While its pages are open, as has been said, 
to all legitimate articles, yet its staff, being 
mindful of its duty to its readers, will claim 
the right to return all manuscript that for any 
reason they may not feel justified in publish- 
ing. So that with these few introductory re- 
marks, we enter the field of journalism with 
clean hands and ethical principles, and by 
these we hope to receive the endorsement and 
patronage of the medical man who desires to 
keep abreast with the times. 


SOUTHERN MEDICAL ASSOCIATION. 


The second annual meeting of this Asso- 
ciation will be convened in Atlanta, Novem- 
ber 10-12, under the presidency of Dr. B. L. 
Wyman, of Birmingham, Ala. While many of 
the readers of this Journal are perfectly famil- 
iar with this new Association and its purposes, 
there are others who are not acquainted with 
all the facts. The suggestion that this Asso- 
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ciation be organized came from the Nashville 
Academy of Medicine, and through a commit- 
tee appointed for the purpose, representatives 
of the professsion in Georgia, Alabama, Flor- 
ida, Louisiana, Mississippi and Tennessee were 
called to a meeting in Chattanooga, Tenn., at 
the time of the meeting of the Tri-State Medi- 
cal Association, Oct,, 1906, to consider plans 
for perfecting the larger organization. The 
work of organization moved smoothly and far 
more rapidly than had been expected, for the 
Association was organized at this first meeting 
on the single condition that the respective State 
Medical Associations, at their next annual 
meetings, should approve. Each of the State 
Associations, in 1907, unanimously approved 
the steps that had been taken, and thus the or- 
ganization became a permanent one. 

It is the purpose of this Association to be 
a purely scientific and social body without any 
legislative function. The chief object of the 
Association is to give the young men of the 
six States composing it, the same chance for 
advancement that was once enjoyed by that 
class in the American Medical Association be- 
fore it grew to be such a large body, as it now 
is. That it is not antagonistic to the A. M. A. 
in any sense is shown by the fact that, through 
its first president, Dr. Martin, of Savannah, 
Ga., the A. M. A., at its 1907 meeting, was 
asked to adopt it as one of its branches. The 
encouragement and training given our young 
men who have come up through their respect- 
ive county societies and State Associations, into 
the Southern Medical Association, will pre- 
pare them for the best possible work in the 
sections of the A. M. A. Without this inter- 
mediate Association full development for ser- 
vice in the parent body would be almost im- 
possible, except on the part of a very few of 
the more determined and aggressive ones. The 
time of the meeting of the Southern Medical 
Association being in November, cannot inter- 
fere in any way with the meetings of the State 
Associations and of the A. M. A. Only mem- 
bers of the State Associations can become 


members of the Southern Association. The 
and ‘the A. M. A. will be the laws governing 
the Southern Association. 

The scientific work of the Southern Asso- 
ciation will be done in three sections, officered 
for the Atlanta meeting as follows: 

Section on Medicine: Seal Harris, Chair- 
man, Mobile, Ala.; H. E. Mitchell, Secretary, 
Birmingham, Ala. 

Section on Surgery: W. F. Westmoreland, 
Chairman, Atlanta, Ga.; J. L. Crook, Secre- 
tary, Jackson, Tenn. 

Section on Opthalmology: J. T. Herron, 
Chairman, Jackson, Tenn.; A. B. Harris, Sec- 
retary, Birmingham, Ala. 

Any reader now a member of the Associa- 
tion, or expecting to become a member, who 
may wish to present a paper at the Atlanta 
meeting, should communicate with the officers 
of the proper section. The programs are fast 
filling up. 

The Birmingham meeting was not largely 
attended for the one single reason that the 
railroads gave us no rates; but from a scien- 
tific and social point of view the meeting was a 
grand success. There will be railroad rates for 
the Atlanta meeting, therefore the attendance 
will be large. The programs will be full and 
rich, therefore the meeting will be a most prof- 
itable one. 

One advertising page in this issue is devot- 
ed to the Southern Medical Association, and 
at the foot of that page will be found a blank 
which every reader in either of the six States, 
not already a member, should fill and for- 
ward to our energetic and efficient Secretary, 
Dr. Oscar Dowling, Shreveport, La. 

Gs. -G: 3.) 


The announcement to the medical profession 
of the South that The Southern Medical Jour- 
nal would be published in Nashville no doubt 
caused many who received this report to ask: 
“Why should another medical journal be pub- 
lished in the South?” Some probably ques- 
tioned the possibility of the success of such a 


t# 
: 
bi 
» 
‘i 
* 
; 
Np 


EDITORIALS 49 


publication, while others wondered along what 
lines it would be conducted. So we _ shall 
briefly set forth the object and purpose of its 
existence. 

There are already many excellent journals 
published throughout the South, each of which 
performs its work well. Still we feel that there 
is a place for this new journal, such as we 
wish to establish. It is our purpose to pub- 
lish high-class, original articles and to furnish 
in the journal such paper as may be used for 
satisfactory illustrations so that if an author 
should desire to illustrate an article the Jour- 
nal will make cuts and use such paper as to 
enable the author to present his material to the 
reader in as good form as it can be published. 
This is a step forward and offers to the writers 
and investigators of the South an opportunity 
to use their own journal. 

Another feature which we wish to make very 
strong in the Journal is the Department of Ab- 
stracts, in which will appear monthly well se- 
lected and well prepared abstracts from the 
leading foreign and domestic journals. 

The advertisements appearing in the col- 
umns of this Journal are scrutinized with great 
care and are passed upon by the entire Medical 
Staff. Any preparation or instrument not con- 
forming to the ethics of our profession will not 
be admitted. 

Books, pamphlets, etc., will be received and 


reviewed with the idea of giving their distine- 
tive and valuable characteristics. News items 
of general interest will be regularly reported. 
In brief it is the purpose of the founders of 
the Journal, all of whom are practitioners, to 
make it a reliable, instructive, ethical guide. 

Can it succeed along these lines? We be- 
lieve it can and will. Encouragement comes 
to us from every quarter of the South, and we 
believe that the profession possesses patriotism 
enough to give this Journal, if it be worthy, its 
moral and financial support. 

As to the financial success of the Journal, it 
may be said that there will be but little net 
profit after expenses are paid. The subscrip- 
tion price is put within the reach of all. But 
there are two other points to which we look 
for success, except financial, and these are: 
first, its teaching function, the way it is re- 
ceived, read and used. Second, its capacity, 
or opportunity which it offers, for develop- 
ing a new corps of writers in the South. 

We wish it to reflect the best medical 
thought in this entire’ section and it is our 
highest aim to make it something of which we 
shall be proud. We wish to make this Journal 
the representative Southern journal, which will 
record as a whole the South’s _ professional 
progress. With these expectations we ask the 
hearty support of every practitioner in the 
Southern States. (J. M. K.) 
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REPORT OF CASES 


BY A. B. COOKE, 


Happily for the sick and afflicted, success 
in the practice of medicine is the rule; failure 
and error the rare exceptions. But mistakes 
do occur, and, when not too quickly buried, 
are sometimes recognized and _ occasionally 
even admitted by the party responsible for 
them. 

I am one of those who believe that, in 
our dealings with each other, the mistakes we 
make and the defeats we meet in our every- 
day experience should be discussed as freely 
as our successes. Certainly the lessons to be 
learned are equally valuable, and usually far 
more impressive. Personally, I should be 
glad to see one session of this society, each 
time it aSsembles, devoted to an experience 
meeting in which nothing but blunders should 
be mentioned. If we would all be as zealous 
in criticising our own work as we are in 
criticising that of others, I am convinced that 
such session would prove the most instructive 
as well as the most prolonged of the entire 
meeting. 

In order to set a good example, and show 
the faith that is in me, I shall utilize this op- 
portunity to briefly report a surgical blunder 
of which I was recently guilty, and from 
which I learned several valuable lessons. 

Case.—Mr. K., aged, about 32, was brought 
to me from a Middle Tennessee county for 
relief from acute retention of urine. He had 
suffered from a urethral stricture for a num- 
ber of years, and had experienced several 
similar attacks which required the use of the 
catheter for their relief. He denied ever hav- 
ing gonorrhcea or other venereal trouble. The 
following history of this attack was given by 
his physician: 


A SURGICAL BLUNDER. 


A.M., M.D., NASHVILLE, TENN. 


The patient was just convalescent from a 
severe attack of double lobar pneumonia, — 
which had left him in a greatly weakened con- 
dition. On the night before he was brought 
to the city his physician had been called to see 
him and found him suffering greatly with his 
bladder, having been unable to void more than 
a few drops of urine at a time for the pre- 
vious six or eight’ hours, and that at the ex- 
pense of intense pain and tenesmus. Hot ap- 
plications and other local measures were em- 
ployed without relief. After free incision of 
the stenosed meatus, the catheter, sounds, and 
bougies were in turn resorted to, in efforts to 
pass the stricture, but to no avail. Finally, 
after several hours of faithful effort, mor- 
phine was resorted to for the relief of the 
pain, which had become intolerable. 

When I saw the patient on the following 
day, the pain, in spite of repeated hypodermics 
of morphine, was excruciating, and he begged 
most pitifully for relief. On account of the 
tenderness and muscular rigidity, examination 
of the abdomen was not as satisfactory as 
desired, but the clinical signs seemed to point 
unmistakably to a distended bladder. The 
penis was so swollen and painful from the 
prolonged manipulations of the previous 
night that it was deemed unwise to attempt 
further instrumentation at that time. The in- 
dications in the emergency seemed very clear 
for a suprapubic cystotomy and drainage, and 
this was quickly decided upon. On account 
of the patient’s enfeebled condition, it was 
desirable, if possible, to avoid general anes- 
thesia, and we determined to attempt the 
operation under cocaine. 

The patient was sent to the hospital and 
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preparations for the work hurriedly made. 
Apparently very little pain from the incision 
was felt and no difficulty encountered except 
from the rigid abdominal muscles. When the 
deep fascia was incised a tense, glistening 
membrane immediately bulged into the wound. 
Thinking of no other possibility than that this 
was the bladder wall, it was at once punctured, 
when several inches of omentum unblushingly 
protruded. Recognizing what had occurred, 
a general anesthetic was at once administered, 
the incision lengthened, and the peritoneal 
opening closed with catgut. This area was 
then walled off with gauze and the operation 
proceeded with. After some little searching, 
the bladder was discovered deep in the pelvis, 
fully three inches from the anterior abdominal 
wall. Owing to its deep position it was 
reached with considerable difficulty, and, on 
being incised, proved to contain not exceed- 
ing four ounces of urine. The bladder wall 
was greatly thickened and contracted and the 
urine was thick, cloudy and offensive. : The 
patient had retention and the bladder was 
distended—but ! 

The operation was completed by suturing 
a drainage tube in the bladder, and the patient 
suffered no ill consequences of any kind from 
his experience. Ten days later a general anes- 
thetic was again administered and an entrance 
per urethram effected, after which the ab- 
dominal wound rapidly closed, and the patient 
left the hospital three weeks from the date of 
the first operation, practically well, and ex- 
ceedingly grateful! 

The following points in this case are worthy 
of note: First, that the patient had a urethral 
stricture without a history of urethral inflam- 
mation, specific or otherwise; second, that he 


had a severe case of chronic cystitis which had 
existed long enough to cause a contracted 
bladder, and yet had not suffered enough to 
seek regular treatment. 

By way of extenuation (not justification) 
of the blunder above recorded, the following 
several points may be mentioned: 

First—The length of time the attack had 
been on and the extreme abdominal tenderness 
and muscular rigidity which had resulted, thus 
masking the physical signs and rendering the 
abdominal examination misleading. 

Second—The enfeebled state of the patient’s 
general health, resulting from the pneumonia, 
which made it desirable to avoid general anes- 
thesia. 

Third—As a result of the two points men- 
tioned, the impossibility of retracting the 
edges of the incision so as to clearly expose 
the underlying tissues. 

Fourth—The fact that the tense peri- 
toneum, closing, resembling a _ distended 
bladder, at once presented in the incision. 
This was probably due to, increased intra- 
abdominal tension, caused in part by muscular 
contraction and in part by the flatulence re- 
sulting from the morphia exhibed during the 
preceding twelve hours. 

Fifth—The haste which seemed to be 
necessitated by the conditions under which 
the operation was done. 

In conclusion, I would emphasize two facts: 
First, that the diagnosis was correct—the pa- 
tient had retention and he had a distended 
bladder; second, that the treatment instituted 
justifies itself to this extent at least—the pa- 
tient made a speedy recovery, and remains 
well and happy. 
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CLINICAL NOTES 


CLINICAL NOTES ON FRACTURES. 


BY DUNCAN EVE, A.M., M.D. 


Nose.—It is important to replace the frag- 
ments and make provision for their retention 
before the end of the first week. A small 
roll of adhesive plaster applied on each side 
of the nose and held in place with some pres- 
sure by a strip of plaster applied across the 
rolls from one side to the other may afford all 
the support that is needed. The application of 
collodion makes a good dressing in simple 
fractures, provided it is applied in several lay- 
ers. If any difficulty is experienced in reduc- 
ing the fragments by manipulation from with- 
out, the reduction may be accomplished by first 
spraying into the nostril a 4 per cent. solution 
of cocaine and introducing for a leverage a 
single blade of a long but strong pair of dres- 
sing forceps, rather thin at the end previously 
protected or padded with a little cotton twisted 
around the same. 

Zygomatic Arch, with Depression—Matas, 
of New Orleans, advises the following: The 
patient being under a general anesthetic, and 
all the necessary aseptic precautions having 
been taken, a long semi-circular Hagedorn 
needle threaded with silk should be entered 
one inch above the displaced fragments, passed 
well into the temporal fossa, and made to come 
out half an inch below the arch. The silk 
thread is then utilized in drawing a silver wire 
around the bone, after which the bone is pulled 
inta place and retained by securing the wire 
over a firm pad. The wire may be removed in 
about ten days. 

Lower Jaw.—Where the teeth on the oppo- 
site sides of the fracture are wired, I have 
always gotten better results by also wiring 
both fragments of the lower jaw to the oppos- 


ing teeth of the upper. It is generally best 
to trust to the mechanical ingenuity of a den- 
tal assistant than to place any dependence up- 
on special appliances to be found in the stock 
of an instrument dealer. 

Clavicle-—In addition to Sayre’s dressing, I 
use a third broad strip of plaster around the 
elbow and body, with the idea of increasing 
and maintaining the outward position of the 
shoulder by correspondingly increasing the 
power of the lever controlling it. 

Humerus (Shaft)—This bone is more lia- 
ble to non-union than any other long bone. 
Treves believes that this is due to the inter- 
position of muscular tissue between the frag- 
ments, and to the lack of fixation of the shoul- 
der and elbow joints. Hamilton attributes it 
entirely to the movement induced by leverage 
of the fore-arm. 

The proper plan of treatment is to apply 
an internal right-angled splint and a long ex- 
ternal shoulder-cap; pad both of these well, 
especially the right-angled splint at that part 
where the inner condyle is to rest. This splint 
should reach from the axillary space to the 
end of the fingers, the fore-arm being fixed 
at a right angle with the arm. Apply the 
splint while traction is made on the arm from 
the elbow, and secure well the arm and fore- 
arm to the splint by two or three wide strips 
of adhesive plaster, placing the fore-arm in 
a position midway between pronation and su- 
pination. Fix the shoulder-cap splint, which 
should extend well down to the elbow, and 
then secure both in place with a spiral re- 
versed bandage terminating as a spica of the 
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shoulder. Finally, suspend the hand and 
fore-arm in a triangular sling from the neck. 
Elbow-joint.—I regard an anterior angular 
splint as superior to one that confines the 
fore-arm in an extended position. By plac- 
ing the fore-arm in the latter position the 
humero-ulnar angle can be best kept under 
control; but when it is thus placed, anterior 
rotation of the condyloid fragments is inevita- 
ble. Then, besides, the probability that there 
will be some impairment of the joint is in- 
creased and, if anchylosis should result, the 
position of the limb will be most objectionable. 
Besides these objections to the extended posi- 
tion, there is the fact that the angular position 
is the most comfortable for the patient. 
Fore-arm, Shafts of Both Bones.—The pre- 
vention of the encroachments of the fragments 
and of reparative material on the interosseous 
space, is a matter of great importance, since 
the functions of pronation and supination are 
hindered or may be entirely lost. This may be 
prevented by using an anterior splint with an 
elevated ridge along its central portion. Some, 
however, think the influence exercised by 
pressure upon the deep muscles of both sur- 


faces of the fore-arm by the means of ordi- 
nary splints as being equivalent to, if not bet- 
ter for the purposes of separation than spe- 
cially fashioned splints. At any rate, the 
splints employed should be a little wider than 
the fore-arm, and the fore-arm should be 
placed at a right angle to the arm, midway be- 
tween pronation and supination. In this man- 
ner lateral pressure of the encircling bandage 
on the fore-arm is prevented by the splints be- 
ing a little wider, and the position midway 
between pronation and supination places the 
bones fartherest apart. The plaster-of-Paris 
dressing for a fracture of both bones of the 
fore-arm is very liable to press upon the sides 
of the fore-arm, tending to cause.the frag- 
ments to encroach upon the interosseous 
space. 

Colles’.—In reducing this fracture, I am 
wedded to Levis’ formula, which is: first, 
make hyperextension, to unlock the fragments 
and relax the dorsal periosteum; secondly, 
make longitudinal traction to separate the 
fragments ; and, lastly, make forced flexion to 
get them into position. 
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Remember as a good working rule, not to 
allow a primipara to remain in the second 
stage of labor over two hours, and a multi- 
para not more than four hours. 

One vaginal examination, made deliberately 
and carefully, is infinitely better than two 
shorter and less careful ones, and the patient 
is subjected to less risk of infection. 

The Sims picture offers many advantages 
during delivery. A better view of the mater- 
nal soft parts is obtained, the perineum can 
be better guarded, cleanliness 1s more easily 
maintained, and the mother is less aware of 
exposure. 

Do not be too hasty when extracting a 
breech. Nature allows a considerable time of 
exposure of the child before danger arises, 
and a hastily-extracted child may present a 
fractured bone, which is embarrassing to the 
accoucher, to say the least. 

The use of the forceps on the after-com- 
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ing head is probably a useless procedure in 
nine out of ten cases in which it is done. As 
much traction can be secured on the foetus 
with the unaided hands, in these cases, as can 
be gotten with forceps. 

Nursing infants may be unable to nurse 
their own mothers without vomiting the milk, 
but will be able to take the milk of a wet 
nurse. Such cases are due to the carrying 
over into the mother’s milk of minute amounts 
of toxins generated in the system of the 
mother. 

Never allow the on-coming head to be de- 
livered during a pain, if possible to prevent 
it. When the widest diameter of the head has 
appeared at the vaginal outlet it should be 
held there until contraction of the uterus has 
ceased, and then delivered by flexion. This 
can be facilitated by pressure on the head, the 
force being applied externally from a point 
just behind the rectum. 
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The death of our distinguished fellow, Dr. 
Richard Douglas, cast a gloom over our be- 
loved Southland, and has filled the hearts of 
the medical profession with grief, and brought 
sorrow to the homes in which he practiced, so 
that they all cry with one voice that they shall 
not see- his like again. 

But it was not alone in the homes of his pa- 
tients that his skill and character were prized ; 
the profession he honored was not slow to 
recognize his peculiar claim to distinction, and 
years ago had pressed upon his brow all the 
chaplets of honor that they had power to be- 
stow, and with their appreciative favor he 
had long since won for himself a place among 
the foremost surgeons of our common. coun- 
try. 

Richard Douglas, the son of Byrd and Sa- 
rah Cragwall Douglas, was born and reared 
in Nashville, Tennessee, his native city, com- 
pleting his literary education in Nashville 
schools and colleges, he entered upon the 
study of medicine in the Medical Department 
of the University of Nashville from which he 
received the degree of M.D. in 1881, later 
completing his course in Jefferson Medical 
College in 1882. After graduation he re- 
turned to Nashville, Tennessee, and entered 
actively into the practice of the profession to 
which he devoted the remainder of his very 
useful life. Not content with his knowledge, 
but with that avidity which he at all times dis- 
played for more learning, he left soon after- 
wards and crossed the ocean in search of more, 
visiting all of the continental hospitals of note, 
he decided to remain in London and become 
the private pupil of Mr. Granville Bantock. 
Returning to Nashville he again entered act- 
ively into his practice, which afforded him in- 


DR. RICHARD DOUGLAS. 


sufficient outlet for his burning and seemingly 
inexhaustible energy, and with a desire as keen 
as his splendid abilities to impart his knowl- 
edge, he soon organized a private class for in- 
struction in Gynecology and his course soon 
became so popular that his call to this chair in 
the Medical Department of the University of 
Nashville and Vanderbilt University became 
imperative. From his former pupil and clos- 
est personal friend, Dr. W. H. Witt, whose 
address upon Dr. Douglas as a teacher, which 
was delivered at the Memorial meeting of the 
Nashville Academy of Medicine and Davidson 
County Medical Society, I quote: “I sat with- 
in his voice when he was young and full of 
health and strength, when he was transported 
with love for what was at that time a new 
branch of surgery—whose wonderful develop- 
ment, within his busy life was his constant de- 
light and to which he contributed no little— 
first and last I have known some good teach- 
ers, but when after passing through school 
and college I saw Dr. Douglas and heard him 
talk, I was charmed at once at his pleasing per- 
sonality and his excellence as an instructor. 
His immaculate dress, his contagious enthu- 
siasm, his spirit of fellowship with the stu- 
dents, aroused at once an interest that was 
deepened into admiration as we discovered 
that his worth was not based on such superfi- 
cial virtues, but that with them he combined 
in an unusual degree the elements of a teacher. 
There was first a knowledge of his subject, 
and, what is characteristic of a great teacher, a 
knowledge with which he was never satisfied. 
What he knew positively he taught dogmat-— 
ically, and with great clearness; but where 
knowledge was shadowy and theoretical con- 
siderations covered medical ignorance, it was 
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his custom to take students fully into his con- 
fidence and acquaint them with the limitations 
of medical science. Besides a knowledge of 
his subject, Dr. Douglas had the art of im- 
parting what he knew, a clear voice, an or- 
derly presentment of his subject, a happy mode 
of illustration and a characteristic habit of 
repetition all conspired to make him an un- 
usual teacher. In the clinic he also excelled. 
No one could give the history of an illness with 
clearer emphasis on the essential points, lead- 
ing skillfully up to the probable diagnosis, and 
yet bringing to the students’ minds all the 
possibilities of the case. His intimate ac- 
quaintance with medical literature and his per- 
sonal knowledge of eminent surgeons all over 
the world were drawn upon for the benefit 
of his class in the lecture room and in the 
clinic, and served to assure the student that in 
every feature his instruction was fully 
abreast of the times. It would be impossible 
to estimate the influence of such clear teaching 
upon the professional lives of the hundreds 
of young physicians who have come directly 
under his influence. 

“His insistence was always upon a thorough 
study of the case leading to the diagnosis if 
possible, and then bold treatment. No shirk- 
ing, no argument against the plain meaning 
of the facts, no subterfuges to cover faults 
in the management of the case. Alertness in 
diagnosis, promptness in attacking disease 
were his clinical watchwords. Again, the 
human side of the man was never kept from 
his class—to them he was not Professor 
Douglas difficult to approach, and resenting 
an expression of friendship. They were made 
acquainted with his successes and his fail- 
ures. They saw him as we have seen him— 
in an ecstacy, or in a gloom, and this very lay- 
ing bare of his feelings of disappointment or 
elation made them feel very close to him. He 
was kind to those in special trouble and in his 
rather long career as a teacher more than one 
has had cause to be grateful for acts of kind- 
ness and sympathy.” 


Though a teacher of note, his contributions 
to medicine were fewer than should have been 
expected, for a careful search of the literature 
at hand fails to reveal anything from his pen 
during the period dating from his return from 
Europe until 1887, at which time he gives us 
a splendid article in the New York Medical 
Journal on “Laparotomy, Practically Consid- 
ered.” During the same year he published a 
case of “Hemato-salpinx; Laparotomy and 
Recovery,” in the American Journal of Ob- 
stetrics and Diseases of Women and Children. 
In reviewing his paper first mentioned, and 
following his writings throughout we can not 
but be impressed by the extreme modesty and 
love of truth which was his to a remarkable 
degree. He proceeds in this paper to report 
his first five cases of abdominal section and 
halts to put on record one of his especial char- 
acteristics, his absolute fidelity to truth. He 
says: “Were we to place on record only our 
successful cases our motives might be im- 
pugned. In the four cases, as reported above, 
good fortune has attended all my operations. 
Not so in this last case, which terminated 
fatally.” 

In 1889 appear two papers in the New 
York Medical Journal; one in July on Hyste- 
rectomy, with report of a case, with re- 
marks; the other in the same Journal for De- 
cember, on “The Complications Occurring in 
the Clinical History of Ovarian Cysts.” The 
last was read before the Southern Surgical 
and Gynecological Association, November 13, 
1889. 

In 1890, The New York Medical Journal, 
for which he seemed to have preference, pub- 
lished in its July number another article from 
his pen on Hysterectomy for Edematous Fi- 
broid, which was merely the report of a case 
with recovery. 

During the next four years, from 1890 to 
1894, I am unable to find much from his pen, 
but I am quite sure that he was not inactive, 
and that the fault is mine, for I have not had 
the time to make the thorough search which 
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the subject demands. In this year, however, 
we are again rewarded with a most admira- 
ble monograph on the “Recognition and Man- 
agement of Wounds of the Urinary Bladder.” 
In this, as in the preceding articles, it admits of 
no critical analysis in view of the fact that it 
is so thorough and comprehensive. It was 
published in the Southern Practitioner in Jan- 
uary, 1894. It was during this year that he 
delivered his presidential address before the 
Tri-State Medical Society, selecting as his sub- 
ject, “Responsibilities of the Abdominal Sur- 
geon,” to which I have already referred. This 
address was printed in the Journal of the 
American Medical Association, May 12, 1894. 
During October of the same year we find his 
classical article on “Extra Uterine Pregnancy,” 
read before the Tennessee State Medical So- 
ciety, and published in the International Med- 
ical Magazine of that date. 

In November the same year he addressed 
the Southern Surgical and Gynecological As- 
sociation and selected for his subject “Acute 
Peritonitis,” which appeared in the American 
Gynecological and Obstetrical Journal for 
January, 1895. These two articles from his 
pen were masterly indeed, and from their wide 
circulation gave him a position of prominence, 
and he became recognized as an authority. 
Resting for a short period he is again awak- 
ened by an intense inte¢est in overriding the 
teachings of physiologists as to the function 
of the spleen, and in 1896 he reports again to 
the Southern Surgical and Gynecological As- 
sociation a successful removal of that organ, 
and presents a paper unusually complete with 
historical data upon “Splenectomy Statistically 
Considered.” This paper was published in 
the Journal of the American Medical Asso- 
ciation, April 25, 1896. In 1897 a new and 
rather neglected field attracted him, and be- 
fore the American Association of Obstetri- 
cians and Gynecologists at Niagara Falls he 
presented perhaps the most complete and up- 
to-date monograph on “Cysts of the Urachus,” 
that had ever been written. Resting upon the 
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approbation and applause which he received 
from this paper, he waited until 1898, when 
he again appeared before the Southern Sur- 
gical and Gynecological Association and pre- 
sented a rather exhaustive monograph upon 
“A Study of Retro-Peritoneal Neoplasms, 
with Special Reference to Diagnosis.” This 
was published in the Journal of the American 
Medical Association, March 26, 1898. 

In February of the same year he delivered 
a clinical lecture on “Tuberculous Peritonitis,” 
which was published in the Southern Practi- 
tioner, and he was then laying the foundation 
for his more excellent address upon the same 
subject, which will appear later. That he was 
deeply interested in the subject of Peritonitis 
at this time is evidenced by the fact that he 
selected “Acute General Peritonitis” as the 
subject for his presidential address before the 
Southern Surgical and Gynecological Associa- 
tion at Memphis, Tennessee, December 6, 1898. 

In 1899 he gives us a report of five cases of 
“Gunshot Wound of the Abdomen,” which re- 
port was published March 18, in the Journal 
of the American Medical Association. Time 
nor space will not permit me to discuss these 
cases, but the same truth holds still that he 
reports them with fidelity to the most trifling 
detail, and we will see that he is gradually lay- 
ing a foundation in these operations at the City 
Hospital for his classical article, which I have 
already referred to. 

After this date, March 18, 1899, we can find 
no further contribution to medical literature, 
for he is now doing a greater and grander 
work, and while it seems that he has dropped 
from notice, he suddenly offers through his 
publishers, Messrs. P. Blakiston’s Sons & Co., 
his octavo volume upon “Surgical Diseases of 
the Abdomen ;” which not only served to 
place him far above the position of an ordi- 
nary writer, but spread his fame over Ten- 
nessee, the Southland, and America. His 


publishers inform me by letter received March 
8, 1908, that the first edition of this work was 
soon exhausted, and sold most satisfactorily 
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in England and Australia. They were also 
kind enough to forward me hundreds of press 
clippings, extracted from Journals over our 
entire land from Maine to California, as well 
as a number from England, and all of them 
universally applaud this monumental work. 

The careful reader will be struck with the 
wide range of topics discussed, and even 
though as the title of his work indicates, it is 
confined to the diseases of the abdomen, on 
almost every page will we find him striking out 
in his comprehensive manner into other de- 
partments of medicine, always with a meta- 
physical acuteness equalled only by his im- 
mense grasp of the fundamentals. Alike re- 
markable for his profound analysis, construct- 
ive ability and power of lucid and_ forcible 
statement, Dr. Douglas was well equipped for 
the work with which he honored medicine. 
When we remember the state of his health, 
the exactions of a large and trying practice, we 
wonder that he was bold enough to undertake 
so difficult a task. It required untiring work 
and indefatigable nature, but such were his 
endowments. 

Previous to the publication of his book, his 
contributions to medical literature were fur- 
ther apart than would have been expected of 
a man with his natural ability in this particu- 
lar field, coupled with unquestioned opportu- 
nities. I believe I would do his memory an 
injustice should I not attempt to explain or 
give a reason fer the scarcity of his medical 
writings. I refer particularly to journal ar- 
ticles. 

It was because he was a man possessing to 
an unusual degree an excess of modesty, and 
it was his custom to be his own severe critic; 
an article to which his name was to be at- 
tached must possess a standard of merit 
(measured by his own critical judgment), or 
else it would be shelved for further revision or 
destroyed, and many, many hours of labor 
were so wasted. His excess of modesty 
caused him to «hrink from publicity, and time 
and time again he would refuse to have a 
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paper published because he did not think it 
was as good as he was capable of making it. 
His standard was to “have a message and de- 

liver it,” and unless the subject presented man- 

ifold complications, he derived no pleasure in 

trying to solve it. He had no time for the 

commonplace in medicine, always bending his 

energies against the real problems of medical 

and surgical science. 

His modesty not only reduced the number of 
his writings, but often would he give credit 
jor some original observation to another. 

In one instance, with which I happen to be 
familiar, he did so, in his magnificent paper 
on “The Etiology, Prognosis and Indications 
for the Surgical Treatment of Tuberculous 
Peritonitis,”” which he read May 17, 1906, be- 
fore the National Association for the study 
and prevention of Tuberculosis at Washing- 
ton, D. C., printed in the American Journal 
of the Medical Sciences. Here he deliberate- 
ly attributes to another an observation, which 
he told me he himself had made. What a 
pity that we cannot have more men with the 
modesty which this example typifies! How 
easy would it have been for him to say, “Un- 
der my direction a series of experiments were 
undertaken to determine,” etc., but not a word 
of self or me or I; modestly he assumes the 
position of a mere statistician and throws 
away whatever glory may have come from 
such an observation. 

It is quite fitting that his last epoch-making 
article should have been read before the Nash- 
ville Academy of Medicine. It was a special 
address delivered January 1, 1907, and his 
subject was “The Treatment of Acute Diffuse 
Peritonitis.” The address was published in 
the Medical Record of February 23, 1907, and 
was the cause of many highly complimentary 
letters to Dr. Douglas from eminent men 
throughout the country. 

As a man he was of simple habits, too en- 
thused with professional labors to indulge in 
social exercises. -He formed few friendships, 
but those with fervor and loyalty. He attend- 
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ed medical organizations because he loved to 
learn and to instruct, but above all else he 
despised medical politics. It is needless to say 
that his election to the presidency of nearly 
all the Associations to which he belonged was 
always over his protest. 

His irritability, his temper, and often his 
bitter hatred over real or imaginary wrongs 
were his greatest faults; but the profession 
and the people loved him, not for his defects, 
but in spite of them. 

Dr. Douglas was a member of the Nash- 


ville Academy of Medicine, Britis‘: Gyneco- 


logical Society, of the American Medical As- 


sociation, ex-president of the Southern Surgi-: 


cal and Gynecological Association, ex-vice- 


The staff of the SourHERN MepicaL Jour- 
NAL, with deep regret, notes the death of that 
eminent surgeon, Dr. A. M. Cartledge of 
Louisville, Ky., Professor of Gynecology and 
’ Abdominal Surgery in the Louisville Medical 
College; Ex-President of the Medico-Chirur- 
gical Society; Ex-President of the Southern 
Gynecological Association. He was one of 
our honored collaborators, and from his ability 
as a writer and thinker this staff expected 
many valuable contributions to this Journal. 
The death of Dr. Cartledge, which took place 
on May 11, 1908, is not only a loss to Louis- 
ville and to this Journal, but is a distinct loss 
to the profession of the United States. His 
death is especially sad in the fact that he was 
just in the prime of his usefulness, and was 
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president of the American Association of Ob- 
stetricians and Gynecologists, and ex-presi- 
dent of the Tri-State Medical Society of Ala- 
bama, Georgia and Tennessee. He was also 
one of the five American delegates to the In- 
ternational Medical Congress in Madrid, in 
1903. 

Rarely gifted with pen and tongue, forceful, 
original, courageous and cheerful, kindly and 
genial, loving his fellowman and beloved, es- 
teemed and respected by a multitude of ad- 
miring friends, he was taken from us in the 
meridian of life, when he showed every prom- 
ise of adding further laurels to his crown of 
glory and shedding still more honor upon this 
our Southland. 
; Perry BromsBerc, M.D. 


one of the shining lights which had reflected 
so much credit upon Southern medicine. This 
Journal sends its sincerest sympathy to his 
family and friends in Louisville. 


It is with extreme regret that we have to 
report the death of Dr. T. E. Schumpert, of 
Shreveport, La., who was a collaborator of 
this Journal, and whose standing as a gentle- 
man and professional man was second to none 
in the South. In his death the old adage was 
proven, in that death loves a shining mark. 
The Journal extends its sincerest sympathy to 
his family, in this, their great loss, realizing 
that the Journal has also lost not only a 
staunch friend, but a man who would have 
contributed much to its success. 
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ABSTRACTS OF CURRENT LITERATURE 


THE USE AND ABUSE OF DIGITALIS. 


—The American Journal of Medical Sci- 


ences. (Vol. 135, June, 1908.) 


Janeway. Digitalis, our mainstay in treat- 
ment of cardiac diseases. The causes for 
failure in the employment of digitalis, in the 
order of their frequency and importance are: 
. The use of inefficient preparations. 

. Use in unsuitable cases. 

. Improper dosage. 

. Improper methods of administration. 

. Neglect of other necessary therapeutic 
measures. 

In order that we may be sure of giving effi- 
cient digitalis the following conditions must be 
followed : 

1. The leaves must be from plants of the 
second year’s growth picked at the beginning 
of efflorescence, freed from stalks and care- 
fully dried. 

2. The dried leaves must be kept absolutely 
dark and free from moisture in sealed tin oi 
glass containers, and for not more than one 
year. 

3. The preparation dispensed must be fresh- 
ly made from these leaves in exact accord- 
ance with the method prescribed by the dis- 
pensatory. 

Specify preparation to be made from Allen's 
English leaves. The worst digitalis prepara- 
tion is an infusion made by diluting the fluid 
extract. Other inefficient forms are the tab- 
lets and pills containing digitalis. Under prop- 
er conditions the infusion, tincture, and pow- 
dered leaves may be considered trustworthy. 
One of the most deplorable conditions is the 
combinations of heart tonics, usually with ni- 
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tro-glycerine, in tablet form. For hypodermic 
use a good tincture is, perhaps, most certain in 
its action. 

The large muscular rings surrounding the 
mitral and tri-cuspid orifices are especially en- 
dowed with tone. The digitalis series clearly 
exert a direct chemical effect on the heart mus- 
cle itself, and indirect effects by vagus stim- 
ulation and vasoconstriction. The direct ac- 
tion of digitalis is to increase contractility, 
tone and irritability. Through direct stimula- 
tion of vagus centre, digitalis acts to slow the 
heart. Such inhibitory action depresses tone 
as well as rate, and for this reason it is not 
a good remedy for tachycardia when no ven- 
tricular insufficiency exists. 

Seldom need to use more than two drams of 
a good infusion and larger doses of a poor 
preparation are mainly successful in deranging 
digestion. Digitalis should never be pushed 
for more than a few days without careful 
records of heart as well as pulse rate, and of 
amount of fluids taken and urine passed each 
24 hours, with these precautions the dosage : 


‘of an infusion may be increased from two 


drams to half an ounce, and of the tincture 
from 10 to 20 minims every four hours. Any 
marked decrease in urine is a danger signal not 
to be neglected, for, with diminished excretion 
of the drug, cumulative effects may super- 
vene. Marked slowness and irregularity of 
heart, evidence the second stage of digitalis 
poison. Increased rate, with irregularity, 
marks the onset of third stage of poisoning. 

One common error is persistence in adminis- 
tering it by the mouth when frequent vomiting 
shows there is little hope of absorption from 
the stomach. Two other paths of absorption 
are rectum and the subcutaneous tissue. 
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More than digitalis is needed in most heart 
cases. First, in the list is rest. Another es- 
sential in dropsical patients is a dry diet. When 
anemia is marked give iron, for anemia itself 
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causes loss of tone of the heart muscle. Fi- 
nally, one of the newly-heralded therapeutic 
methods is psychotherapathy, cheerfulness, 
courage, hope. (O. N. B.) 


OBSTETRICS AND GYNECOLOGY 


A CASE OF INTRA-UTERINE DEATH OF THE FOETUS OCCURRING IN SIX 
CONSECUTIVE PREGNANCIES: WITH OBSERVATIONS UPON THE 
IMPORTANCE OF THE EXAMINATION OF THE FOETAL TIS- 


Herbert Williamson and Eardley L. Hol- 
land, in the Journal of Obstetrics and Gynee- 
ology of the British Empire, report an inter- 
esting case in which an investigation was 
made as to the presence of spirochaeta pallida 
in a stillborn child. This case is reported as 
a contribution towards the pathology of intra- 
uterine death. Syphilis is justly regarded as 
one of the commonest causes, and the case in 
point demonstrated that even in the absence 
of the history of infection or of any clinical 
manifestations of the disease in the parents, 
syphilis may be responsible for the death of 
the child. The child was premature, presuma- 
bly of about 36 weeks gestation and macerated. 
Unfortunately the placenta had been destroyed 
and was not available for examination. The 
pathologist reported that spirochaeta were dis- 
tributed throughout the whole section of the 
liver, more or less uniformly, but in certain 


small areas were grouped very closely togeth- 


er. Whether these areas correspond to the 
site of the blood-vessels it was difficult to say, 
for the method employed did not admit clear 
differentiation of the tissues. It must be re- 
membered that all the blood of the foetal cir- 
culation passes through the liver and the pres- 
ence of spirochaetes in or around the hepatic 
capillaries is not surprising. The spleen 
showed spirochaete in the same abundance as 
those of the liver, but were distributed more 
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uniformly, and did not clump as in the latter 
organ. 

No spirochaetes could be detected in the sec- 
tions from the umbilical cord. The evidence 
obtained from the study of this dead foetus 
appears to prove conclusively the presence of 
a syphilitic infection even in the absence of 
any clinical manifestations of syphilis and in 
spite of a negative history. 

In addition to the case just recorded the 
authors examined at Queen Charlotte’s Hos- 
pital the organs of seven macerated foetuses 
and found the spirocheta in great abundance 
in six. Of these, in five there was a history 
of syphilis in the parents; in the single nega- 
tive case there was no such history. The or- 
gans examined were the liver, spleen, kidneys 
and lungs, and the spirochzta was present in 
each case in all of these organs, but most 
abundantly of all in the liver and the lungs. 
In the placenta they never could find it. Bab 
is quoted as having examined a large amount 
of material in very great detail, and found the 
spirochzta in the various organs in the fol- 
lowing proportions: Lungs, 87 per cent. ; 
pancreas, 80 per cent.; skin, 66 per cent.; su- 
prarenal, 64 per cent.; spleen, 62 per cent. ; liv- 
er, 59 per cent.; kidneys, 54 per cent. He 
found it in the umbilical cord in 9 per cent., 
but never in the placenta. The constant pres- 
ence of the spirocheta pallida in the organs 
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of these congenitally syphilitic foetuses, and 
the absence of all other organisms, is a re- 
markably strong evidence for the specificity of 
the spirochaeta pallida as the infective agent 
in syphilis. The authors believe, therefore, in 
the routine examination of the tissues of pre- 


mature stillborn children and consider it a val- 
uable method of elucidating the cause of in- 
tra-uterine death in certain obscure cases, and 
that we may be afforded a clue to the line of 
treatment by which we may prevent a recur- 
rence of such a disaster. 


The following conclusions are drawn from 
an extensive paper on this subject by Charles 
B. Reed (Surgery, Gynecology and Obstet- 
rics, May, 1908): 

The first part of the work deals with the ef- 
fects of drugs upon lactation. 

This investigation proves a source of con- 
siderable surprise and of great interest. The 
scarcity of clinical reports in literature has 
been no less surprising than the almost value- 
less character of those found. It seems prob- 
able that alcohol, opium, chloroform, ethe;, 
thyroid extract and lead should be used with 
extreme care in a nursing woman until’ their 
status is determined; that zinc apparently:has 
no effect, while all the others investigated, 
namely, atropine, arsenic, antipyrine, acetic 
acid, bismuth, brom. potassium, balsam of 
copaiba, castor oil, copper, chloral, iodine and 
its compounds, mercury, phenacetine, quinine, 
salicylic acid, and senna, pass over in small 
quantities, but very rarely to a degree inju- 
rious to a sensitive babe. 
cally never necessary to remove the child from 
the breast on account of drugs administered 
to the mother. That this position is correct is 
substantiated by the fact that cases occur so 
rarely in the literature. A logical inference 


from the above data may also be drawn that, 
owing to the total absence of transmission, or 
owing to the impossibility of satisfactorily 
measuring the amount transmitted, it is nev- 
er desirable to attempt to medicate the child by 
means of drugs administered to the mother. 


A STUDY OF THE CONDITIONS THAT REQUIRE THE REMOVAL OF THE 
CHILD FROM THE BREAST. 


Hence it is practi- . 


The second portion of the article deals witn 
a number of anatomic, physiological and path- 
ological conditions that prevent the nursing of 
the babe. 

From his study of all the materials at hand, 
Reed concludes that the woman who is aban- 
doned to the care and nursing of her babe 
without expert advice, quite commonly gets 
bad results and not infrequently fatalities. The 
increase in the weight of the babe should be 
regularly followed on the scales and accurate- 
ly recorded; the stools examined frequently ; 
and when cutaneous manifestations appear, 
such as erythema, even though slight, the milk 
of the mother should be analyzed and her 
physical condition investigated. ; 

We find that while the return of the menses 
need not necessarily contraindicate nursing 
the babe, yet if the child begins to show di- 
gestive disturbance and intestinal irritation, 
this source of trouble, so.often overlooked, 
should be taken into consideration, and its ef- 
fect carefully estimated. 

The same deduction must be made in regard 
to mental disturbance during lactation, while 
albuminuria and cardiac lesions, unless quite 
unimportant, will more often require removal 
of the child on account of the mother rather 
than the child. Removal from the breast is 
imperatively demanded for the sake of mother 
or child, or both, when lactation is complicat- 
ed with mania, or epilepsy, except in very light 
and infrequent attacks. 
Salge maintains that a mother with scarla- 
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tina, measles, and diphtheria should continue 
to nurse her babe and claims that the inges- 


tion of such a nourishment will render the— 


babe forever immune to these diseases. 
Considering the ease with which streptococci 
enter into and disseminate themselves throuh 
the blood, this theory has very serious objcc- 
tions, and would appear to be highly danger- 
ous. The risk in nursing a child under sitcn 
conditions is far more hazardous than any pos- 
sible benefit that could be secured. Furtier, 
it is not probable that immunity to diphtheria 
would be conferred for a longer period in any 
case than when secured by injection of anti- 
toxin—say from six to eight weeks. 
Nephritis, serious and obstinate erosion aiid 
fissure of nipple, Paget’s disease, scirrhus, sar- 
coma, or. abscess of the breast, together with 
local or systematic tuberculosis, syphilis, 
erysipelas, acute articular rheumatism, acute 
pulmonary: or pleuritic affections, and all in- 
fectious and contagious diseases, osteomalacia, 
and all puerperal infections that are not mild 
and transitory in character, as a rule, demand 
the absolute separation of mother and child. 
MILLER. 


A CASE OF PUERPERAL ECLAMPSIA 
TREATED BY RENAL 
DECAPSULATION. 


By R. J. Johnstone, The Practitioner, June, 


1908. : 


A primipara, age 24, passed through a nor- 
mal gestation to term. A short time after 
onset of labor, she had an eclamptic seizure. 
As the os was sufficiently dilated, forceps were 
at once applied, and delivery completed within 
thirty minutes after the convulsion. Two 
more fits occurred during the third stage, and 
shortly after the delivery of the placenta, the 
fits became established, with a periodic recur- 
rence of twenty minutes. Morphia was ad- 


ministered, purgation and diaphoresis insti- 
tuted. Six hours later, patient was comatose 
and cyanotic. Morphia was repeated, gr. 1-3 
hypodermically, and five pints of saline were 
given subcutaneously. Chloroform was ad- 
ministered a short time before each convul- 
sion was due, but as it did not serve to pre- 
vent their occurrence, it was discontinued. 
The right kidney was decapsulated eight hours 
after onset of eclampsia, the operation lasting 
twenty minutes, and the patient had a convul- 
sion while on the table. In the two hours 
following she had three more, and during the 
twenty-four hours she had altoegther, forty. 
Twenty pints of saline were given in all in 
twenty-four hours. 

The number of fits, and the duration of un- 
consciousness mark the case as a severe one. 

Mr. Johnstone attributes to the decapsula- 
tion of the kidney the credit for the. recovery 
in this case. After discussing other remedial 
agents used, he reports the fact that before 
delivering this patient with forceps, a small 
amount of urine was removed from the btad- 
der with a catheter, and it was found to be full 
of albumen. During the eight hours between 
the onset of paroxysms and decapsulation, 
only one and one-half ounces were secreted. 
In the ensuing two hours, twenty ounces were 
secreted, in the next fourteen hours, twenty 
ounces, and in the eight and one-half. hours 
following, thirty-two ounces. He thinks there 
is no doubt but that the operation succeeded 
in re-establishing the secretion of the kidneys. 
The injection of saline aided very much in 
the flushing out. 

The question as to the after-result of de- 
capsulation on a healthy kidney he thinks need 
cause no apprehension, as untoward results 
have never followed the fairly wide stripping 
of the capsule which is a feature in nephropexy. 
While the value of decapsulation is not proven, 
he recommends its consideration in any severe 
case of sclampsia which is not yielding readily 
to other remedies. (G23 
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TREATMENT OF ULCERS. 


Bertrain C. Stevens, Practitioner (Lon.), 
Aug., ’07, page 290. 


Treatment of tuberculous ulcers and ulcers 
due to local causes is discussed, syphilitic and 
others being omitted. The main object in 
presenting the article is to advocate the use 
of calcium iodide internally and the applica- 
tion of Robinson’s (Lancet, 1897) decalcified 
cancellous bore externally to the surface of 
the ulcer. 

First, reduce all ulcers to simple healing ul- 
cers by curetting; use of caustics, as copper 
sulphate, silver nitrate and wet dressings of 
zinc chloride or sulphate solution with or 
without oiled silk as the ulcer may be dry or 
moist. 

Second, skin the ulcer over. He enumerates 
the ordinary methods and then concludes with 
the bone dressing for the clean, healthy ul- 
cer, as follows: 

It acts by mechanical advantages, no inher- 
ent virtue in itself. Being light and porous 
it fills with lymph secreted by the ulcer or 
wound, and these lymph cells act as little beds 
of nourishment for the granulations, and draw 
on the young capillaries and so promote heal- 
ing. 

To use the bone, swab the ulcer with hydro- 
gen peroxide, then slice the bone and lay the 
pieces over the ulcer. Over the dressing then 
place a piece of boracic lint wrung out of hot 
water, and apply wool and a crepe bandage. 
If the ulcer is very large, only place the pieces 
of bone around the edge and dress as before. 
If the ulcer appears very dry, use oiled silk; 
if moist, omit it. The bone dressing must be 
changed every three or five days, according 
to the discharge. At first the bone will be 
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nearly all dissolved, but later on it remains 
clinging to the edges with the blue line of 
epithelium underneath. 

The author considers the bone dressing a 
scientific, useful and fascinating application 
to ulcers and open wounds generally. 

He regards calcium iodide as a rule the best 
internal treatment in conjunction with tonics, 
etc. (J. M. K.) 


TREATMENT OF CHILBLAINS. 


F. Gardner, Practitioner (Lon.), Feb., ’08, 
page 251. 


Chilblains are neglected —Quackery is a 
plant which grows on neglected soil. 

Patient’s general condition and circulation 
should be carefully examined and proper 
treatment administered. 

Local Treatment.—For early stage, warm, 
loose clothing. Two drugs of pre-eminent 
value—Ichthyol and Formalin. Ichthyol re- 
duces congestion. Ten to twenty per cent. in 
Lanolin is bound to the parts at night, and 
worn in the form of a plaster during the day. 
Adrenalin and chloretone are not so valuable. 

Formalin is an astringent, antiseptic and 
more effective and lasting in its results; and 
must be used with great care, or the skin will 
become very hard and will crack. The ap- 
plication of 10 to 50 per cent. in Lanolin may 
be used as a rule, but the pure solution may 
be used on coarse skins. 
~ Begin with Ichthyol and finish with Forma- 
lin. 

He also recommends the Faradic bath, 
x-rays and high frequency. 

If treatment fails, think of Lupus Erythe- 
matosus, (J. M. K.) 
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SURGICAL ASPECTS OF VARIX OF 
THE LOWER LIMBS. 


By Raymond Russ, M.D., in Surgery, 
Gynecology and Obstetrics, July, 1908. 


Varix is to be distinguished from simule 
dilatation. The former only 1s discussed. 
There are from one per cent. to four ver 
cent. of applicants for police and army service. 
showing the condition. The cause of the con- 
dition is not fully settled. Most cases of the 
author’s one hundred are males. This is sub- 
stantiated by many other writers. Constipa- 
tion and abdominal cysts and tumors have in- 
fluence on etiology. Seven of the patients 
first noticed the veins after fractures in tie 
lower extremities. Russ thinks heredity is 
overestimated. In only three instances has he 
treated more than a single member of a family. 
Pregnancy produces dilation, which usually 
disappears. If there are numerous concep- 
tions varix often results. 

Trendelenburg’s test is advised as the most 
valuable physical sign from the surgeon’s 
standpoint. Often it is not visibly present, but 
on release of pressure at saphenous opening, a 
thrill will be felt, showing valvular insuffi- 
ciency. 

Standing for a long time or habitually sit- 
ting long in one position, especially if the mus- 
cles of the arms are brought into play, bicycle 
riding, all are frequent causative factors. 

The age of onset in the majority is between 
the 20th and 30th years. Average of Russ’ 
cases was 36. Venous supply is much more 
than the average demand. The contracting 
muscles assist flow of blood in deep veins, 
cessation throws extra work and pressure on 
superficial ones, as seen in the athlete after 
running. The long saphenous valves are al- 
ways intact in the fetus and gradually become 
insufficient. At twenty-five, seventeen per 
cent., at fifty, forty per cent., at seventy, eighty 
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per cent show insufficiency. Internal saphen- 
ous averages three to nine valves; it has super- 
ficial branches and deep anastomosis, and it 
communicates freely with the external 
saphenous. 

“Clinical grouping: (1) Limbs enlarged, 
possible ulcers, edema, eczema and pigmented 
spots, the long vein shows little or no vari- 


-cosity; there are small dilated veins on dor- 


sum of foot and on ankle and a few clumps 
between ankle and knee at the point of anasto- 
mosis, with deep veins. (2) Marked varix, 
little or no enlargement. Internal saphena 
prominent, especially in the leg, with hard, 
tortuous branches, phlebitic spots, and phle- 
boliths present—Trendelenburg’s test present. 
(3) Isolated patches of varix in thigh and 
leg, little or no enlargement. Internal vein 
may be palpable at points. Trendelenburg’s test 
absent. If the deep veins are involved, as they 
frequently are, in 1 and 3, the general and 
skin appearances may be large relative to the 
dilation of the superficial veins. The most 
obstinate ulcers often occur with little surface 
dilation. 

Symptoms are pain increasing during the 
day, numbness, cramps, itching, edema, and 
tropic changes, skin little resistant to infec- 
tions and may be thick and brawny, muscles 
relaxed and atrophic, flat-foot is often seen. 
Violent exercise makes them worse ; moderate 
exercise is helpful unless complications are 
present. 


Treatment in group 1, operation is value- 
less, here only palliative measures are help- 
ful. In group 2, is the best field for opera- 
tion, which is best done by total extirpation of 
the long saphenous ; seventy-five to eighty per 
cent. are cured. 

In group 3, operation is precluded except 
where iniminent rupture is feared, or where 
the pressure of the varicosities are annoying 
the patient. (W. A. B.) 
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ON THE PATHOGENESIS AND OPER- 
ATIVE TREATMENT OF 
PROLAPSUS. 


J. Rotter, Deutsche Medizinische Wochen- 
schrift, April 16, 1908. 

Rotter gives the factors that favor the de- 
velopment of prolapsus as follows: The pel- 
vic floor is relaxed, and the sphincters become 
so loose that the two fingers can often easily 
be introduced. The posterior limit of the- 
anus is displaced backwards straightening out 
the lower end of the gut, bringing the outlet 
into the line of the greatest downward pres- 
sure and at the same time making it im- 
possible for the anterior wall of the gut to be 
forced against the posterior in such a way as 
to throw the center of: pressure behind the 
outlet. When the anus is thus placed in the 
line of pressure the gut easily and gradually 
develops a prolapse. Relaxation of both 
fascia and muscles favor the condition and a 
congenitally low Douglas’ cul-de-sac has been 
proved to be an important etiological factor. 

Removal of the deeply situated cul-de-sac, 
rectopexy, colopexy the author condemns as 
being failures in too many cases or imprac- 
ticable. Thiersch’s method of narrowing the 
sphincter by using a wire ring has given 27 
cures out of 31 cases. It is inconvenient for 
the patient, as the ring must be carried from 
one year to 18 months. 

Verneuil’s method and the modification by 
Helferich, incises the mucosa or skin, and 
narrows the sphincter at the posterior limit. 
Hoffman exposes the posterior border of the 
sphincter and the levator ani: with a hook he 
pulls the sphincter forward and places sutures 
from levator and through the sphincter and 
out again through the levator ani on opposite 
side, when the sutures are drawn the post- 
erior margin is held in its new and normal po- 
sition. 

Rehn & Delorme’s method, Rotter thinks, 
the best of any. Traction sutures are placed 
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at the summit of the prolapse. Then the sur- 
face is cut circular at the mucocutaneous junc- 
ture and the lining of the gut dissected up as 
in Whitehead’s operation for hemorrhoids: 
at the upper limit this is cut off. Five or six 
longitudinal sutures are stitched into the raw 
surface and tied, thus creating a buttress and 
a narrowing of the outlet at once. Suture 
the mucous membrane to the skin. The 
bowels should not be moved until the tenth 
day, when union will have occurred. Out of 
24 cases so treated, there was only one par- 
tial failure. (W. A. B.) 


A SYMPTOM OF PERFORATION OF 
THE APPENDIX. 


M. Pierre Delbet in La Presse Medicale, 
June 3, 1908, gives an interesting lecture on 
“A Symptom of Perforation of the Appen- 
dix.” He advises against operation during 
the attack unless there is a special reason. He 
describes the case: “In fact, the general 
condition of this boy appears excellent, his 
countenance is good, without emaciation, with 
no sinking of the eyeballs, no pinching of the 
nose, and even without pallor. The voice is not 
broken ;he talks easily and relates with a strong 
voice his entire history. His pulse is good and 
100 per minute. The abdomen is neither dis- 
tended nor retracted. There is nothing to cause 
suspicion of generalized peritonitis, and yet 
I am convinced that the appendix is perfor- 
ated, so convinced. that my lecture will last 
only long enough to prepare for operation. 
That will be long enough to give the reasons 
for my diagnosis.” . 

The appendix is not attached to the cecum 
at McBurney’s point and. the fact that the pain 
is not at that point should not mislead the 
diagnostician. The appendix is usually lower, 
at the level of the superior iliac spines. 

He calls this the appendicular point, and 
here is often more sensitiveness than at Mc- 
Burney’s point. It is so in the case in ques- 
tion, although the usual point of tenderness 
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is at McBurney’s point. Delbet thinks the 
reason for this usual tenderness at McBurney’s 
point is secondary infection of the inter-ileo- 
cecal glands. 

It is rare that a first attack of appendicitis 
perforates. This is not the first attack in this 
case. The present attack began suddenly 
night before last at 11:30 o'clock, and he en- 
tered the hospital yesterday noon, when the 
best treatment was instituted, viz: rest, diet, 
ice, with the usual effect—relief. Last night 


without imprudence, with no cessation from 
the above named treatment, the patient was 
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It is now 
relieved. This is the symptom—return of 
the pain in the form of a crisis, in spite ct 
treatment—which makes me_ give the liag- 
nosis of perforation. 

Delbet then cites several similar cases, and 
discusses the leucocyte count, and the vroper 
time to operate in case there is no perforation, 
concluding that it is better to wait usua'ly tii! 
the interval. The factor that determines when 
the attack has subsided is the return of the 
temperature to normal. Operation revealed a 
perforated appendix. 


seized with a new violent attack. 


(w. A. B.) 


HEMORRHAGE FOLLOWING QUINSY. 


Ligation of Common Carotid Artery; Re- 
covery. With a Study of Fifty-one Cases of 
Hemorrhage in Connection with Pharyngeal 
Suppurations. By James E. Newcomb, M.D., 
New York City, in London Journal of Laryng- 
ology, Rhinology, and Otology. June, 1908. 

Dr. Newcomb reports case of stout, pleth- 
oric German, aged 55. Good liver, and free 
consumer of alcohol. Vessels showed distinct 
arterio sclerosis. No renal trouble. Had nu- 
merous quinsies extending over period of 40 
years. No previous attack for ten years. On 
Feb. 3, 1908, had an attack affecting both ton- 
sils. On Feb. 6 pointing was observed far 
out in soft palate on left side, which was in- 
cised by Dr. McBarron. At a depth of 3-8 of 
an inch a cavity was entered, and a drachm of 
pus voided. Thirty-six hours later bleeding 
recurred from incision distinctly arterial in 
color. Dr. Newcomb was called in with Dr. 
McBarron, and the cavity packed with gauze 
dipped in aceto-tartrate of alum. Bleeding did 
not recur for thirty-six hours, but was more 
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persistent and increased in amount. Packing 
and ice internally and externally did not con- 
trol the hemorrhage and resort was had to li- 
gation of the left common carotid. Bleeding 
ceased instantly and never returned. Patient 
made good recovery and there was no dis- 
turbance of cerebration. 

He reports fifty additional cases from the 
literature. There were eleven cases of spon- 
taneous opening of the abscess, followed by 
immediate hemorrhage with seven deaths and 
four recoveries. In all four recoveries liga- 
tion of common carotid was resorted to. In 
the seven fatal cases no operation was done. 
The cause of the fatal hemorrhage in each 
case was ulceration of internal carotid. 

There were fifteen cases of spontaneous 
openings of the abscess with secondary hem- 
orrhage, followed by eight deaths and seven 
recoveries. In the eight fatal cases there was 
no operation. In the seven recoveries there 
were four ligations. 

There were seven cases of abscess opened 
by incision with immediate hemorrhage, 
which were followed by four deaths and three 
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recoveries. In the fatal cases two had the 
common carotid ligated. In one the fatal 
hemorrhage occurred on the 28th day in the 
other the ligature did not control the hemor- 


rhage. In the three recovered cases ligation - 


was performed in two. 

There were eight cases of abscess opened by 
incision followed by secondary hemorrhage, 
with four fatalities and four recoveries. In 
the four fatal cases there was ligation of the 
common carotid in three. In the four recov- 
ered cases hemorrhage was controlled by ice, 
rest and packing without ligation. 

In five cases of hemorrhage following retro- 
pharyngeal abscess there were two deaths and 
three recoveries. In the three recoveries there 
were two ligations and none in the two fatal 
cases. 

There were three cases of hemorrhage in 
connection with scarlatinal suppuration, with 
one death and two recoveries. No operation 


in fatal case; ligation of common carotid in 
one of the recovered cases. 

There were two cases of gangrenous ton- 
silitis with spontaneous opening and death in 
both cases. No operation was done. 

Of the 51 cases reported there were 23 re- 
coveries and 28 deaths, a mortality rate of 
54.9 per cent. The common carotid was li- 
gated 16 times with 11 recoveries and five 
deaths. The external and internal carotid 
were ligated once and the external, internal 
and common carotid were ligated once, with 
recovery in both cases. 

Autopsy records were given in thirteen 
cases. The bleeding came from the external 
carotid in two, ascending pharyngeal in one, 
“carotid” in one, lingual in one, at the bifur- 
cation in one, facial in one. The other cases 
were from internal carotid. In ten cases 
in which no autopsy was held the blood was 


supposed to come from internal carotid. 
(M. M. C.) 


A Text-Book of Minor Surgery. By Edward 
Milton Foote, A.M., M.D., Instructor in 
Surgery, College of Physicians and Sur- 
geons (Columbia University) ; Lecturer on 
Surgery, New York Polyclinic Medical 
School, etc. 


This book, as its name indicates, is not in- 
tended to cover the field of surgery, but to 
give to the working practitioner a condensed 
and modern understanding of the more com- 
mon surgical conditions he will be called upon 
to attend. The work does not confine itself to 
the treatment of the lesser ailments, but gives 
a brief synopsis of the clinical manifestations 
of many diseases heretofore found only in 
larger and more exhaustive works on surgery. 


BOOK REVIEW 


It touches very briefly on all of the practical 
branches ; Gynecology is given about five pages 
and the subjects discussed are Old Lacerations 
of the Perineum, Prolapse of the Uterus, Fis- 
tula of the Vagina, Adhesions of the Clitoris, 
Imperforate Hymen and Stenosis of the Cer- 
vix. Diseases of the Rectum, Genito-Urinary 
Organs and Dermatology are each discussed 
very briefly from the surgeon’s viewpoint. 

The book offers no pathology and presents 
no new material. It abounds in photographs 
taken from the author’s extensive practice, 
which are valuable in fixing ideas of patho- 
logical conditions. The chapter on bandaging 
is especially to be commended. The useless 
repetition found all through the work we hope 
will be corrected in future editions. 


(P. B.) 
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Medical Gynecology. By Howard A. Kelly, 
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